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THE SCOTTISH HEALTH SERVICES 


MEMORANDUM OF EVIDENCE BY THE ASSOCIATION’S SCOTTISH COMMITTEE 


At the meeting of the Council of the British Medical Association on June 6th (as reported in the Supplement 
of June 16th, p. 301) Dr. J. B. Miller, reporting for the Scottish Committee, presented to the’ Council the 
Memorandum of Evidence proposed to be given on behalf of that committee to the Departmental Committee 
on Health Services in Scotland. The Council approved the Memorandum, and the full text as finally 
revised is published below. Oral evidence supplementing the printed document is being given to the 
Departmental Committee in Edinburgh by representatives of the Scottish Committee and of the Insurance 
Acts Committee’s Scottish Subcommittee. 


1. The Scottish Committee of the British Medical Asso- | is in essence a problem of human biology which must 
ciation begs to submit in this Memorandum its views take into consideration both inherited qualities and the 
regarding the lines on which the health services of Scotland reaction of the individual to his environment, at home, 
should be organized and developed. The Association has, at school, at work, and at leisure. A health policy is an 
especially during the past ten years, given continuous essential part of the varied activities directed towards 
study to such problems, and has issued the following communal welfare. It is being increasingly recognized 
reports: Proposals for a General Medical Service for the that the economic and social conditions of the people 
Nation ; Memorandum Outlining a National Maternity have a direct bearing on the problems of health. Accord- 
Scheme for England and Wales ; Hospital Policy ; and ingly, a health policy must endeavour to secure a satis- 
the Problem of the Out-patient. factory solution of the housing problem and the provision 

2. The Committee endorses the opinion expressed in of adequate heat and clothing. Medical activities must 
the Annual Report of the Department of Health for 1931 take their place as an essential and correlated part of the 
to the effect that a review of the existing health services social services. 
of Scotland is necessary, that there is a very large amount —5. The influence of nutrition in the general welfare of 
of invalidism in the population which need not occur, the community is a factor which has not received due 
that there is a failure, at different points, to secure the attention in the past. It is true to say that health is to 
full benefits of modern scientific knowledge, and that some a great degree dependent on sound nutrition. From the 
of this failure may arise from the imperfect organization ante-natal period onwards through infancy and childhood 
of the health services, which have not developed upon this influence is of supreme importance. Enough, for 
any single and well-ordered plan, but have grown, as it example, has already been learned to suggest that the 
were, piecemeal, out of different circumstances and needs. dental caries so typical of our race springs predominantly 

3. The Committee believes that important changes are from the vitiation of the processes of teeth formation in 
necessary in the health policy of the country if the most the unborn foetus or in infancy, as a sequel of dietetic 
efficient and economical use of the resources of medical  ceficiency. Rickets, dyspepsia, rheumatism, tuberculosis, 
science is to be secured. and many other morbid states doubtless have their origin 

4. In formulating a health policy the endeavour should in the far-reaching influences of racial nutrition. 
be to direct the appropriate available knowledge and skill 6. The importance of the personal culture of health 
towards a definite purpose, that purpose being the greatest should be more widely recognized. The Committee is of 
health of the greatest number. What is being dealt with | opinion that there should be fuller education of the public 
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in health matters. In this educational work ‘the pore 
doctor, the Department of Health, and the Education 
Committees have each their respective Cuties. The school 
curriculum should aim at promoting healthy habits of 
living, and should encourage the development of a pride 
in physical fitness ; and the community should provide 
improved and increased opportunites for its cultivation. 

7. In view of the increased leisure which mocern con- 
ditions of living afford more provision should be made 
for recreational facilities. Leisure is an evil for those who 
have no capacity for using it, and though the questions 
relating to leisure are not entirely medical, since it is a 
product of occupational organization, the doctor best 
knows the evil influence upon health, especially mental 
health, of the excess of leisure in unemployment and also 
of the lack of tastes that make leisure healthful. Since it 
is generally accepted that the future will show an increase 
of technological unemployment it is necessary to state 
from the medical aspect the issues involved. 

8. In the young leisure can most easily be absorbed 
in physical exertion, and in the elders it usually requires 
in part some form of manual exertion. The educational 
system should afford such training in manual crafts that 
when the individual becomes old the taste for their enjoy- 
ment is already there. The nearer the manual occupations 
approach the occupation types of early mankind, in the 
culture of the ground, breeding of plants or animals, and 
the simpler hanaicrafts, the greater will be the number 
of those they are likely to attract. 

9. Manual occupations will not generally fill the whole 
of leisure, and the educational system should also foster 
the acquisition of the taste for non-manual hobbies— 
literary, musical, dramatic, and artistic. The lack of 
such capacities has in the past favoured the more anti- 
social alleviations of leisure—intoxication and methods of 
extraneous stimulation. 

10. The modern conception of health embraces the whole 
of human personality, and the health services of the 
country, if they are to fulfil their proper function, must 
concern themselves with the full development of all the 
powers—physical and mental—of which man is capable. 

11. It is essential, if the health services are to achieve 
this aim, that they should afford opportunity not only 
for the treatment of sick persons, but equally for the 
conservation of health and for promoting the development 
of the inherent capacities of the members of the com- 
munity to their fullest possible extent. Such a service 
should be at the disposal of every member of the 
community. 

12. The organization required for the attainment of 
this object must, in certain aspects, be directed towards 
the individual, in others towards the community. It is 
evident that the organization from the unit must widen 
towards the community, and the communal organization 
must contract towards the unit, and their meeting must 
be harmoniously arranged. 

13. The Committee believes that the lack of co-ordina- 
tion which has prevented some branches of the health 
services from reaping results commensurate with the effort 
and the expense which they have involved has frequently 
arisen from a confusion between the two separate and 
distinct functions performed by the agencies which minister 
to the nation’s health. On the one hand, there is the 
Public Health Service, which was created by the com- 
munity to protect it by the application of statute and 
by enactment against pestilence and the dangers of bad 
food and impure water, overcrowding, and those other 
environmental conditions that imperil health. On the 
other hand, there is that group of services whose main 
concern is the individual, and whose preoccupation in great 
part is the individual in his time of incapacity and disease. 
From the inherent difference in *' ir functions it was 
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inevitable that these two groups proeres have followed 
different plans in the evolution of their machinery and 
their personnel. In the one, the existence of a large 
organization with many ramifications implied the muiti- 
plicity of officials and the delegation of service and 
responsibility. In the other, there is, as the essential 
fact, the direct and intimate contact and responsibility 
established between the individual patient and his doctor, 

14. There are well-defined regions in which the official 
public health service has with advantage to the community 
assumed certain responsibilities in regard to the care of 
the sick and ailing. In the provision of hospitals for 
infectious discases, for example, it has assumed as a 
statutory duty, which it alone can undertake, the 
segregation of individuals whose illness makes them a 
source of danger to their fellows. The same considerations 
apply to the communal efforts directed to the eradication 
of tuberculosis and venereal cisease. Further, in its pro- 
vision of hosp:tals for the diagnosis and treatment of 
general sickness it is performing a corporate function of 
advantage to the community alike on social, economic, 
and medical grounds. 

15. It is true that in these latter respects the official 
public health service has extended its boundaries in a 
manner unenvisaged during its early Cevelopment. The 
assumption of these further responsibilities is an index 
of the awakening of the conscience of the community to 
the widespread suffering and inefficiency caused by ill- 
health, and to a growing conviction that for their redress 
the mobilization of the resources of the State is necessary. 
In these respects the official health service is shouldering 
burdens imposed on it by the cictates of progress, and it 
is following on lines which are approved by experience 
and which command the good will of ail sections of the 
public. It is true that in so far as it has made itself 
responsible for ordinary hospital services it is encroaching 
on a sphere already occupied by other public or voluntary 
agencies, and has thus created problems which call for 
careful decision if inefficiency and wastage are to be 
avoided. At the same time, this widening of responsibility 
implies no breach with any fundamental tradition, in that 
these services have always been such as could only be 
performed by some corporate body, be it board of 
guardians, a parish council, or a voluntary board of 
management. 

16. The Committee has attempted thus to cefine the 
sphere in which the official health service finds its function 
sanctioned by necessity and by experience, and in which 
its widening activities are built on foundations which are 
secure. The object in doing so is to indicate by contrast 
how in other directions encroachment of the public health 
service is gradually and increasingly leacing to a change 
in the ordinary medical arrangements of the country which 
is little short of revolutionary. The Committee refers to 
the growth during recent years of public institutions wh‘ch 
are under State control and in various forms are increas- 
ingly making themselves responsible for the diagnosis and 
treatment of individual patients under conditions which 
are similar to those that obtain in ordinary general 
practice. The British Medical Association views this 
development with great concern, and it has on many 
occasions within recent years directed attention to the 
disruptive influence which it is exerting in increasing 
degree on the medical services of the country. 

17. The influences which have led to the present diffi- 
culty are largely of recent growth, and they may be traced 
to two main sources. There is, in the first place, the great 
momentum which the communal services have acquired, 
especially during the post-war years, with the opening up 
of new fields for the development of efforts directed to 
preventive medicine. This, combined with the financial 
depression, which has robbed large sections of the com- 
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munity of the ability to procure medical services through 
the ordinary channels, has led to an increasing appropria- 
tion by the public health or official agencies of the sphere 
of individual practice. 

18. As a consequence, there is a multiplicity of 
activities all directed to one end, and overlapping in the 
sphere of family practice in a manner which is wasteful 
and oftentimes chaotic. Thus in one and the same family 
it may be found that medical care is being provided at 
one and the same time from such different sources as the 
ante-natal clinic of the local authority, the child welfare 
clinic, the school medical service, the public assistance 
medical service, the hospital service, and the general 
practitioner. 

19. It is of the greatest importance that, in the present 
review of the health services of the country, the implica- 
tons of this state of affairs and the directions in which 
they are leading should be clearly realized. 

20. It is sometimes contended that in so far as they 
are essentially ‘‘ preventive ’’ in their scope such activities 
as ante-natal care and child welfare have tended as a 
natural cevelopment to fall within the ambit of the public 
service. It has further been urged in support of the 
‘clinic '’ that it provides a source from which there is 
disseminated guidance which would often otherwise be 
denied to the recipients. In these two contentions there 
is undoubtedly a certain element of truth. It cannot be 
denied that the local authorities, through the medium 
of their clinics, have performed a useful service in popular- 
izing the importance of preventive care in regard to the 
pregnant woman and the growing child, and that the 
clinics have been the only source from which in many 
instances this advice has been procurable. 

21. The Committee would, however, most strongly 
represent that it is not necessarily implied that the in- 
creasing absorption of such services by the public depart- 
ments, with a stereotyping of their evolution in such a 
way as to lead to their being inevitably more and more 
divorced from the sphere of private medical practice, is 
in the ultimate interests of the community. 

22. The Committee would, in the first place, point out 
that there is no evidence that the public official has 
acquired, by virtue of any special training or experience, 
a greater capacity for realizing the ideals of prevention 
in regard to pregnancy or the growing child than is to be 
found in the ranks of the general practitioner, whose life's 
work, indeed, should equip him in a higher degree for such 
services. Furthermore, it must be remembered that such 
success as the clinics have enjoyed during the post-war 
years Coes not necessarily testify to their superior claims, 
since this has been exhibited at a time when financial 
depression has made it more difficult for large sections 
of the community to have access to the advantages of 
ordinary medical care. 

23. The British Medical Association, indeed, is strongly 
of opinion that the large expenditure of funds and effort 
which is being directed to the establishment and fostering 
of public schemes which cut across the traditional medical 
policy of the country would in many instances be more 
usefully employed if it were diverted to the provision 
of such services by a system based on the family as a 
unit instead of one which regards the family as a loose 
arrangement of unrelated components. 

24. tn illustration of this statement we would refer to 
the ante-natal clinic service. Divorced from the domi- 
ciliary arrangements that in general govern the maternity 
services of the country, this often results in the care of 
the pregnant woman being shared by two unrelated 
agencies. The clinic officer’s concern is suspented when 
labour commences and the general practitioner’s duties 
begin with the onset of the labour pains. The continuity 
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of the patient is broken and Cisjointed. The Final Report 
of the Departmental Committee on Maternal Mortality 
and Morbidity (1932) emphasizes the importance of these 
questions. Under the conditions that too often prevail 
it is impossible to realize the desideratum laid down by 
this Committee that ‘‘ the care of the patient during 
pregnancy should, whenever possible, be undertaken by 
the person who will be responsible for the celivery.’’ 
The best means of removing these methods, inimical to 
the realization of this ideal, is to replace them by a 
system in which the important functions of ante-natal 
care will be reintegrated with the existing domiciliary 
services. The condemnation of the present system is 
implied in the widespread belief that the unsatisfactory 
state of the existing maternity services of this country 
can be solved only by the institution of a national scheme 
in which the present public schemes and the funds they 
represent will be merged. The British Medical Association 
has incorporated such a policy as an essential part of its 
Maternity Service Scheme for England and Wales—a copy 
of which scheme accompanies this memorandum. The 
Association is satisfied that clinics reorganized for con- 
sultative purposes and staffed by officers of special expe- 
rience, to whom the midwife and coctor can refer difficult 
cases for advice, are essentially useful and desirable. 

25. Allusion has been made to ante-natal care for the 
purpose of showing how the Committee conceives that 
unless carefully guided the public assumption of medical 
duties may endanger the best interests of the community 
by leacing to inefficiency and waste. The same general 
considerations are applicable to other official activities, 
such as those implied by child welfare. There can be 
no doubt that in directing attention to the supreme impor- 
tance of safeguarding child health and life this movement 
has rendered invaluable service, and that through the 
medium of its health visitors and clinics it has contributed 
in a material way to the lowering of infantile mortality 
which is such a striking fact in the modern world. At 
the same time the Committee is of opinion that the 
realization of the ambitions which inspire this great move- 
ment will be possible only in so far as it incorporates the 
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26. To segregate the child as an object of special con- 
cern from the family circle in which its life revolves is 
apt to frustrate at the very outset the best-intentioned 
efforts, for it precludes that knowledge of the factors of 
environment and upbringing that so notoriously determine 


| the welfare of the growing child. 


27. It has sometimes been urged in favour of the clinic 
that it provides a system by which the advice of those 
possessing special knowledge and skill is easily made 
available to large sections of the community. In so far 
as they are staffed by specialists of wide experience, 
which for economic and other reasons must be possible 
only to a very limited extent, such clinics, as we have 
already noted, can serve a supremely important con- 
sultative function. On the other hand, the economic 
considerations that compel the staffing of a widespread 
system of clinics to be dependent too often upon young 
officers with limited clinical experience and _ possessing 
no real contact with the great living background of which 
their activities constitute a part, must surely be regarded 
as seriously discounting any advantages that the system 
may seem to possess on the score of convenience and 
availability. 

28. In a subsequent section of this memorandum will 
be found set forth the policy by which in the opinion 
of the Association the medical services of the country 
must be guided if they are to be extricated from the 
unsatisfactory state in which they are at present placed. 
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THE BASIS OF AN EFFICIENT MEDICAL 
SERVICE 


29. It is axiomatic that successful policy must be 
based on sound principles. It may be said that until 
comparatively recently modern medicine found its 
inspiration and sanction in the sciences of pathology and 
morbid anatomy. The careful study of pathological 
processes and of their causes is, of course, an essential 
part of the elucidation of the problems of disease, but 
it tends to concentrate attention on the phenomenon 
to the exclusion of the human organism exhibiting it. 
Recently a reorientation of medical thought has occurred 
and the basis has been widened. In the modern wider 
concept medicine has come to be regarded as applied 
human biology. From this point of view the state of 
health of an individual at any time is the measure of 
his success in reacting to his environment. It is our 
opinion that many of the present-day health measures 
are misdirected, for the very reason that they are based 
on what for convenience may be called ‘‘ the pathological 
conception of disease.”’ 

30. From the more immediately medical aspeet one 
implication of the biological conception of the health 
problems seems clear. If individual health is dependent 
upon heredity, coupled with reaction to environment, it 
is necessary that the practitioner must be as conversant 
as may be with the condition both of the individual and 
of his environment. The desirability of such an arrange- 
ment seems to have been recognized instinctively, and 
this has resulted in the growth of the familiar and 
traditional family doctor service, and the recognition of 
the family doctor as an established institution in society. 

31. The choice of the word ‘‘ family ’’ in this con- 
nexion is intere ting and significant, since human society 
is essentially developed on the family as a unit, and it is 
probably safe to assume that this development was a 
biological necessity. In this connexion we would draw 
attention to the following extract from the Interim 
Report of the Consultative Council on Medical and Allied 
Services, published in 1920: 


“We regard it as of primary importance that the 
organization of the health service of the nation should be 
based upon the family as the normal unit, and on the 
family doctor as the normal medical attendant and 
guardian. It is not for disease or diseases in the abstract 
that provision has to be made; but for persons liable to 
or suffering from disease. The first essential for the 
proper and efficient treatment of individual persons is 
therefore, not institutional but personal service, such as 
can be rendered to the people in their own homes only 
by a family doctor who has the continuous care of their 
health ; to whom they will naturally turn for advice and 
help in all matters pertaining thereto; who will afford 
them such professional serviccs as he can render persenally ; 
and who will make it his duty to see that they obtain full 
advantage of all the further auxiliary services that may 
be otherwise provided.”’ 
$2. Another distinctive feature of established family 

practice must be emphasized—namely, freedom of choice 
of doctor by patient and patient by doctor. The im- 
portance of this feature in the relationship between the 
two parties has always been insisted by the great majority 
of the profession, and it is certain that only a small 
minority of the public would readily forgo this privilege. 
This is based on a sound human instinct. People have 
more confidence in the advice of the doctor of their 
choice, and in no circumstances is confidence in advice 
so essential as during illness. The advocates for a whole 
time salaried service undervalue the importance of the 
system of free choice. The Committee admits that from 
the administrator’s side a whole-time service of assigned 
officers has an attractive appearance of simplicity, but 
our experience in those areas where at the initiation of 
the National Health Insurance Act those insured persons 
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who omitted to select a doctor were assigned shows that 
the volume of resentment against this procedure would 
impair the stability of the service. Thus the Committee 
believes that the system of assignment would be ag 
dangerous as it is wrong in medical principle. The fact 
that when ill-matched, the partners, patient and _ practi- 
tioner, can separate voluntarily is an effective factor ia 
the confidence that is essential to efficient medical 
attendance. 

33. It has been said that the family doctor spends 
his time in the treatment of minor ailments ; it would 
be nearer the truth to say that he spends it in the pre- 
vention of serious disease. It is of the greatest im- 
portance that he should be afforded full opportunity of 
advising in the early stages of disease in order that so 
far as is possible serious conditions may be prevented 
and the patient guided back to health with the minimum 
loss of time. 

34. It is supremely important that the patient and his 
mental reactions should be considered as well as_ the 
disorder. The effect of the mental factor in the treat- 
ment of patients is much greater than is generally 
recognized. In the Committee’s considered opinion no 
one can be so competent in such work as the family 
doctor. 

35. It has also to be remembered that while such aids 
to diagnosis as x rays and the facilities provided by 
pathological laboratories, etc., are essential in any medical 
service, yet for a great part of the work of general 
practice no such elaborate provision is required. 

36. From the foregoing considerations the Committee 
concludes that the first principle of a health policy must 
be to make available for every member of the community 
a family doctor service, embodying the principle of free 
choice. In the opinion of the Committee this can best 
be achieved by making medical benefit under the National 
Health Insurance Acts available not only to the 
dependants of the present insured but to all others 
(including dependants) whose limit of income does not 
exceed the present national health insurance level. 


THE STANDARD AND STATUS OF THE FAMILY 
DOCTOR 

37. It is evident that if a health service is to be built 
up on the foundation of family practice its success must 
primarily depend on the soundness of the foundation. If 
the family doctor is to be the instrument by which are 
to be made available for the community the resources of 
modern medicine, it is essential that the instrument shoutd 
be of fine material, and that its efficient application should 
be favoured in every possible way. 

38. There is a popular belief that the higher attaia- 
ments of knowledge and skill are only to be found in the 
ranks of the consultants and specialists, notwithstanding 
the fact that the family doctor has gone through exactly 
the same training before qualification as all other members 
of the medical profession. This belief is probably due to 
two reasons. First, the influence of the medical schools, 
where it is obvious to the students that their teachers, 
drawn almost entirely from the consultants and specialists, 
have a standard and status peculiarly their own ; and, in 
the second place, the more precise and elaborate methods 
employed in consultant practice in hospital are constantly 
being contrasted in the minds of the undergraduates and 
those recently qualified with the existing conditions of 
general practice, to the detriment of the latter. There is 
therefore a pull in the direction of specialization which is 
attracting many more of the students now than in the 
past in that direction, and newly qualified practitioners 
have a definite tendency to regard specialism in some 
branch of medicine as conferring on them a higher status, 
and as being likely to afford them more of the amenities 
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of life than is possible under the existing conditions of 
general practice. Nevertheless, the majority of young 
graduates, including those who are appointed as resident 
medical officers in the hospitals, later take up general 
practice as their life’s work. 

39. The sphere of the specialist is wide and of the 
greatest importance. The growth of new and _ highly 
technical knowledge in many directions has exceeded the 
co-ordinating capacity of the individual who cannot make 
it his special study ; and it is therefore essential that the 
services of those practitioners who have acquired a 
specially high degree of knowledge and skill in relation to 
any particular subject should be freely available when 
required to supplement the services of the family doctor. 
It is necessary, however, to bear in mind that the great 
majority of cases of illness do not lie in the “‘ outfield ’ 
of knowledge, and therefore the community has need of 
an aid of more general applicability than the specialist, a 
role which can only be efficiently filled by the family 
doctor. 

40. There is a particular need for general practitioners 
who are men of good education, wide experience, and 
general culture, and it would be well, as is pointed out 
in another part of the memorandum, if the teachers in 
medical schools were to aim chiefly at educating students 
for the requirements of general practice. 

41. With regard to the second of the Committee’s 

desiderata, that the good instrument should be well 
applied, it is necessary to draw attention to certain factors 
which exercise an adverse influence on the standard of 
general practice. If a high standard of professional service 
is to be rendered by the family doctors of the country 
it is necessary, as already stated, that the conditions 
under which they work should be favourable. It is not 
an exaggeration to say that in many practices, especially 
in densely populated industrial districts, the number of 
daily visits and attendances which have to be made is 
excessive. This renders it impossible for the practitioners 
to do all that.they could wish for those under their charge, 
and the work has sometimes to be done under conditions 
incompatible with the reasonable needs of the practitioner 
for rest and leisure. That they succeed in affording the 
help and advice they do reflects considerable credit on 
them, but all would wish to work under better conditions. 

42. The remuneration for the work, however, is such 
that it is only by having large numbers of persons 
on their lists that they are able to make an income suffi- 
cient to cover expenses and provide reasonably for their 
families. 

43. A further evil result of these conditions is the 
effect they almost invariably have on the professional 
development of even the hardiest intellect. Routine and 
drudgery, too much to do and too little time to do it 
in, not to mention sheer physical weariness, may gradu- 
ally destroy originality and proper ambition. There is 
little or no time for the pursuit of new knowledge or the 
trial and testing of ideas. It is necessary that the doctor 
should have sufficient time for rest, recreation, reading, 
and post-graduate study. 

44. In both these aspects, therefore, the conditions of 
service and remuneration call for consideration. No service 
can ultimately be adequate when the work has to be 
unduly hurried or where the practitioner is so far fatigued 
that his interest in the scientific side of medicine ceases to 
be alert. 

45. From these conditions we conclude that it must be 
a definite part of health policy not only to provide a 
family doctor service for all members of the community, 
but so to alter the conditions of practice in the direction 
of limiting the number of patients per doctor and _ in- 
creasing the remuneration for attendance on them, that 
both the standard and status of the doctor shall be 
enhanced. 
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THE AUXILIARY AND ANCILLARY SERVICES 

46. While the Committee believes that an efficient 
family doctor service is the basis of a good health service, 
it is not in itself complete, and therefore certain related 
or adjuvant services have to be considered. These are 
complementary to the family doctor service, and are 
necessary to complete its efficiency as the means of 
providing the best available knowledge and skill. These 
services fall into two groups. The first, which might he 
called the auxiliary group, since it increases the value of 
the primary services, comprises consultant and specialist 
services. The second is the ancillary group of services, 
such as nursing, massage, and electrotherapy, which are 
administered to the patient by skilled workers under the 
supervision of the doctor. 

47. There is a third group—namely, hospital services— 
but this presents so many problems of a special character 
that these are dealt with in the section headed ‘‘ Hospital 
Services.”’ 

48. Regarding the first group, the Committee has two 
general observations to make. First, it is very definitely 
of the opinion that these services should normally he 
‘‘ mediated to the patient by the family doctor,’’ and 
that the prevalent practice of direct approach to specialists 
by patients, both in hospital and private, is not in the 
best interests of either party or of health policy generally. 
Secondly, it considers that with the improvement in the 
standard of the primary service which should follow the 
implementing of a sound health policy, specialist con- 
sulting practice will increase as a result of the increasing 
amount of concentrated clinical and laboratory research 
of the type fostered by the Medical Research Council. 
This last change will, we believe, make for efficiency, 
provided that the proper relationship is preserved between 
the specialist and the family doctor. 

49. Included among the auxiliary group is a subgroup 
whose function is to provide a less direct and personal 
specialist service than that which is dealt with in the 
previous paragraph. At present it is represented by such 
services as pathology, bacteriology, biochemistry, and 
radiology. These services should be made reacily accessible 
to the practitioner as and when he requires them on behalf 
of his patient. 

50. A well-planned scheme for the provision of patho- 
logical and bacteriological services is fully described in the 
Interim Report of the Consultative Council, and would, 
in the Committee’s opinion, meet the needs in this direc- 
tion. The report suggests that there should be three 
grades of clinical laboratories. Of these, six large central, 
or first grade, laboratories should be arranged for in 
Edinburgh, Glasgow (2), Dundee, Aberdeen, and Inver- 
ness, each subserving the needs of its own region. These 
central laboratories might be associated with existing 
university or with existing municipal or county labora- 
tories. Each first-grade laboratory would be in close 
relation with the second-grade, or local, laboratory clinics 
in the larger towns in its region. Thus Dundee would 
co-operate with Perth, Arbroath, Montrose, St. Andrews, 
Dunfermline, and Kirkcaldy, in which places the local 
laboratories would do all ordinary public health and 
clinical work—for example, tubercle, Widal, Wassermann, 
and other tests—in addition to work for the local hospitals 
and the more complicated biochemical investigations for 
their several districts. The side-room, or third-grade, 
type of laboratory would in like manner ordinarily depend 
on a local or second-grade laboratory, and, in the first 
instance, should be situated in those places where a 
cottage hospital now exists. 

51. The report of the Consultative Council further 
suggests that the directors of the six first-grade labora- 
tories should meet frequently and co-operate continuously ; 


that the central laboratories should prepare the media, 
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which would thus be standardized, and that their directors 
should visit the local laboratories under their wing, and 
offer general guidance and advice. It is strongly urged 
that all histological work should be done in the central 
laboratories, and that opinions as to, for example, the 
nature of a tumour, should not be called for from the 
second-grade laboratories. The places in which these 
second-grade laboratories should be established are towns 
such as Ayr, Dumfries, Hawick, Perth, Elgin, etc. The 
scheme would require that each such lecal laboratory 
would require an assistant medical officer of health who 
was essentially a laboratory expert, and who would he 
ready to go with the practitioner to his case and take the 
necessary specimens under the most favourable conditions. 

52. The arrangements for third-grade laboratories would 
be easily made for the small town centres ; but something of 
the same kind should also be provided in the largest centres. 
It is obviously impossible to have the entire service of, 
say, half the population of Glasgow dependent on one cr 
other of its central laboratories. There should, for 
example, be about six of these minor laboratories in 
Edinburgh, and at least a dozen in Glasgow. These minor 
laboratories could, it is suggested, be run by a skilled 
attendant under the supervision of one of the central 
laboratory staff. 

53. The Committee suggests that the building in which 
these minor laboratories are housed should be also used 
for all communal auxiliary and ancillary medical services 
within the area. Waiting rooms should be provided, with 
nurses in attendance, and the appliances necessary for 
certain forms of diagnosis and treatment should be 
available. 

54. In this connexion the Committee would emphasize 
that an efficient and well-equipped radiological service 
forms an essential part of the armamentarium of modern 
medical and surgical practice. The existing facilities for 
x-ray examination and treatment are quite inadequate. 
In the larger hospitals there is excellent equipment and 
skill, but it is available to the family doctor only through 
the medium of the staff of the hospital. There are 
facilities to a limited extent in nursing homes and at the 
private consulting rooms of radiologists, but on account 
of the existing system, which requires specialists to work 
many hours a day gratuitously, these are necessarily 
expensive, and only available for the relatively well- 
to-do. The Committee considers, then, that as a part of 
the general policy of encouraging the efficiency of the 
family doctor, it is necessary to provide an efficient 
radiological service freely available to ali practitioners. 
The suggested minor laboratories might be utilized for 
this purpose. 

55. Electrical treatment, massage, baths, and occupa- 
tional therapy services suffer from precisely the same 
disabilities as the radiology service. They are available 
only through hospital staffs or privately at a cost which 
the majority of patients find it difficult to meet. The 
same policy should again be applied—namely, to make 
available for all practitioners sufficient and _ efficient 
service of this kind. Quite apart from the increased 
efficiency of health service which we believe would result, 
and which in itself would justify any additional expendi- 
ture, we are of opinion that a very considerable saving 
in sickness, disablement, and compensation benefit could 
be effected in this way. A great deal of the chronic 
incapacity resulting from industrial accidents could be 
obviated by adequate provision of facilities for remedial 
physical therapy. 


THe DentaL SERVICE 
56. Finally, among the auxiliary group should be classed 
dentistry. An efficient dental service has established 
itself in the minds of the educated public as a necessary 
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part of hygiene and health maintenance. This service 
differs slightly from those already dealt with in that it 
has hitherto been regarded as outside the strictly medical 
purview. The qualifications for its practice are not neces- 
sarily the same as those required for the practice of 
medicine, and its practitioners are considered to belong 
to a separate profession and they have a separate Register, 


Also it is customary for patients to apply directly for 


dental service. There seems no good reason for altering 
this arrangement, but it may be said that co-operation and 
consultation between the two professions could be fos: 
tered with advantage to the individuals they both serve. 
In view of its importance in relation to the preservation 
of health it is essential that the provision of an efficient 
dental service should be an integral part of a national 
health policy. 
NURSING SERVICE 

57. To complete the medical team are required the 
workers of the ancillary group, and their aid must be 
readily available for the family doctor. It is not too 
much to say that without the help of good nursing much 
medical advice and treatment would be unavailing. At 
present in hospitals, in private nursing homes, and in the 
associations which provide district nursing a high standard 
of service is provided by women to whose devotion to 
duty the medical profession would be the first to pay 
tribute. It is fortunate that the nursing profession seems 
to attract a type of woman with a high sense of duty 
and service. It should be a part of health policy to 
ensure that the conditions of the service should be such 
that it continues to attract this type. The material 
rewards of a service of so great value to the community 
have seldom hitherto erred on the side of generosity. 

58. The home nursing service provided by many 
county nursing associations is of great value, particularly 
when the working man’s wife is the patient. Without 
such provision it is exceedingly difficult for the patient 
to secure the required amount of rest, and even when this 
is obtained worry and anxiety militate against mental 
rest and retard recovery. In certain areas a ‘‘ home help ° 
service might be provided, consisting of capable women 
who would act as housekeepers, prepare meals, and look 
after the family during the illness of the mother. 

59. Any change in policy in connexion with nursing 
facilities should be in the direction of co-ordination, 
unification, and amplification of existing services. We 
believe that economy and increased efficiency could be 
achieved in this way. 


PHARMACEUTICAL SERVICE 

60. The arrangements for the dispensing and supply of 
drugs, dressings, appliances, and medicaments of all kinds 
is an important department of any medical service. Every 
drug or appliance necessary for the adequate treatment of 
the patient should be available. The work of dispensing 
should be carried out only by persons, firms, or corporate 
bodies entitled to carry on the business of a chemist and 
druggist under the provisions of the Pharmacy Act, 1868, 
as amended by the Poisons and Pharmacy Act, 1908, and 
all medicines supplied by them should be dispensed either 
by, or under the direct supervision of, a registered 
pharmacist. In certain districts the dispensing of medi- 
cine must necessarily be undertaken by the medical 
practitioner. 

AMBULANCE SERVICE 

61. The provision of an adequate ambulance service 3s 
a necessary part of any scheme. The St. Andrews Ambu- 
lance Association and the British Red Cross Society per- 
form a very useful work in this respect. Local autho- 
rities and large employers of labour also in many instances 
provide their own ambulance transport. The recent de- 
velopment in aerial transport has altered to a considerable 
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extent the problem of institutional provision in isolated 
districts. Here, as in other directions, means should be 
taken by reorganization to secure the most effective use 
of the ambulance services. 


62. In the preceding paragraphs the Committee has 
endeavoured to outline what it believes would constitute 
the most effective health service procurable under modern 
conditions. Essentially this consists of a primary or basic 
family doctor service of high standard, supplemented and 
augmented by all adjuvant services necessary to attain 
the end in view. 


THE PUBLIC HEALTH SERVICES 


63. The Committee wishes now to consider the public 
health services as they exist to-day in relation to the 
scheme outlined above, assuming it to be effectually put 
into operation. The existing public health services have, 
as everyone knows, grown up piecemeal in response toa 
public agitation and the needs of the community as they 
appeared at the moment of their initiation. They provide 
for the treatment of infectious diseases, including venereai 
diseases and tuberculosis, the examination of school 
children, the welfare of mothers and children, and the 
treatment of the sick poor and those who come under 
the care of the Public Assistance Committee. As these 
services were instituted it was the regular practice, except 
in the case of the last, to appoint medical officers on i 
whole-time basis. As a result of this policy there has 
gradually developed a division of the medical profession 
into those in the public health services and those in private 
practice. 

INFECTIOUS DISEASES 

64. In the first instance, at any rate, persons suffering 
from infectious diseases are usually attended by the family 
doctor. In many instances where home conditions are 
satisfactory as regards isolation and nursing facilities such 
persons can be treated throughout the illness at their own 
homes by their own family practitioner. Where isolation 
nursing facilities and home conditions are not satisfactory 
the provision of beds in special infectious diseases hos- 
pitals or special blocks in general hospitals will be neces- 
sary. The provision of beds for cases of uncomplicated 
scarlet fever is of doubtful public health value, and the 
Committee therefore takes the view that, in general, in- 
fectious diseases hospitals should be provided for severe 
or complicated cases only. In the smaller infectious 
diseases hospitals, where a whole-time medical staff is not 
required, the part-time services of a suitably qualified 
private practitioner can effectively be used. 

65. To some extent the same observations hold good 
with regard to venereal diseases and tuberculosis. These 
are infectious diseases requiring prolonged and sometimes 
difficult treatment by those possessing special knowledge 
and experience. In both forms of disease treatment of 
the infected person is an important element of prevention 
which is the primary duty of the statutory authorities. 
The Committee submits, however, that in the staffing 
of clinics for these diseases the part-time principle—that 
is, the employment of a private practitioner on a part- 
time basis in public health—should be adopted. 

66. The Committee recognizes that the prevention of 
tuberculosis has developed as a function of statutory 
authorities, by whom the principal facilities for treatment 
other than domiciliary are now provided. 

67. Much research remains to be carried out into the 
various aspects of the disease, and as active treatment 
in some classes of case is possible only in institutions, it 
is recognized that here the various local authorities must 
have statutory control. The Committee does feel, how- 
ever, that there is a lack of co-operation between those 
who specialize in this disease in public health and private 


practice, and that greater use should be made by local 
authorities of the services of the private practitioner 
(whether general practitioner or specialist) on a _part- 
time basis. It is appreciated that circumstances arise 
under the present system which deprive the patient of 
the best available advice, whether it be that of the 
tuberculosis officer or the private practitioner. 


THe ScHoort MepIcaL SERVICE 

68. Provision for the medical examination and super- 
vision of school children in Scotland was made by 
Section 4 of the Education (Scotland) Act, 1908, and the 
value of the results obtained through the system is not 
open to doubt. No power, however, was given to school 
boards to provide medical treatment until the passing 
of the Education (Scotland) Act, 1913, and this was 
restricted to the children of necessitous parents. 

69. The passing of the Education (Scotland) Act of 
1918 gave an impetus to the development of medical 
treatment, but, in general, free medical treatment is 
still only given to the children of necessitous parents. 
Other cases are referred through the parents for treat- 
ment to the family doctor. 

70. The aims of the school medical service have‘ been : 
(1) to provide for the systematic medical examination 
of children throughout their school life ; (2) to follow 
up and keep under supervision all children found to be 
suffering from physical or mental defects ; (3) to provide 
appropriate treatment for the children of necessitous 
parents in a limited number of conditions, and to en- 
courage parents to have their children treated, whether 
at the public expense or privately ; and (4) to secure as 
far as possible healthy growth and development and the 
prevention of sickness and incapacity among _ school 
children. 

71. It has been found, however, that in many cases 
which have been referred for treatment by the family 
doctor the parents frequently take no action. Parents 
are sometimes careless, more often they hesitate to incur 
the expense necessary in order to have their children’s 
ailments treated. It is evident that the service is con- 
cerned primarily in discovering and arranging for the 
treatment of existing diseases and is limited in its oppor- 
tunities for preventive work. 

72. If, however, the system advocated in this Memo- 
randum whereby children could be treated by the family 
doctor without any anxiety as to the expense, the excuse 
for delay or carelessness in this respect could be removed. 
Moreover, the number of children who would arrive at 
school age with physical cefects which had not been 
already detected and treated would become gradually 
smaller. Cases requiring special treatment would be 
referred by the family doctor to the appropriate specialist 
or given institutional treatment as the case might demand. 

73. The Committee is of opinion that meantime the 
system of medical inspection should be continued, but 
in the great majority of cases there would be no need 
for the school medical service to provide treatment. 

74. It would also be desirable to retain, for a time at 
any rate, arrangements by which certain troubles occur- 
ring particularly in children could be treated, such as 
verminous heacs, impetigo, and other septic skin condi- 
tions. Success in the treatment of such cases and 
economical administration depends very largely on the 
services of nurses acting under the supervision of a doctor. 

75. The Committee desires to stress the importance of 
securing that there should be continuity of medical records 
from the pre-school stage, through school life, up to and 
during the period when the child becomes an insured 
person, and that such records should be available for the 
practitioner into whose care the individual passes. 
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WELFARE CLINICS 


76. In 1907 the Notification of Births Act was passed, 
which provided for the notification of births in all areas 
in which the Act was adopted. In 1915 the provisions 
of this Act were extenced by the passing of the Notifica- 
tion of Births (Extension) Act, which made notification 
of births compulsory in every area. 

77. The Maternity and Child Welfare Act, 1918, pro- 
vided that for the purpose of any arrangements made 
under the 1915 Act a local authority could, subject to the 
sanction of the Department of Health, ‘‘ exercise the like 
powers as they are entitled to exercise for the purpose 
of the provision of hospitals.’’ Up till 1915 local 
guthorities had no statutory powers to undertake child 
welfare work ; all that had been done up to that time 

yas the result of voluntary effort, and it was the realiza- 
tion of the need for co-ordination of effort which led to 
the passing of the above enactments. 

78. Maternity and child welfare schemes are now 
administered as part of the public health service of the 
local authority, and are under the control of the medical 
officer of health. The staff consists of medical officers 
and health visitors, with whole-time or part-time specialists 
such as dentists, ophthalmologists, obstetricians, etc. The 
medical officers are employed in attendance at clinics 
and in giving advice to mothers regarding their health 
and the general care and feeding of their children. In 
some clinics treatment is provided for minor ailments ; 
other cases are referred for treatment to general practi- 
tioners or to institutions. There is no provision for 
domiciliary attendance by the medical officers under the 
schemes. It will accordingly be appreciated that the 
function of these clinics is necessarily limited, and if the 
arrangements we contemplate are made this function will 
be mainly educative and consultative. The latter 
function implies that the medical staff of the clinics should 
have had appropriate training and experience in the 
subject of child life and health. 

79. As has been stated above, if a child requires 
domiciliary treatment the mother is advised to consult 
a private practitioner. The mother may not have a family 
coctor or she may be too poor to pay medical fees. If 
the proposals set out in this memorandum were carried 
out these difficulties would disappear. The child could 
be taken to the doctor who had supervised the mother 
during her pregnancy and who had attended her, or had 
been liable at call to attend her, at the confinement. The 
family doctor would have the advantage of a knowledge 
of the home conditions and the family circumstances. It 
has also to be remembered that he is available for the 
treatment of emergencies at all hours of the day and 
night, as contrasted with the rigidly limited time service 
of the child welfare centres, 

80. It is recognized that these centres provide much 
useful information and instruction mothercraft. 
Educative work of this character can probably best be 
done in this particular way, and there will doubtless 
always be a certain sphere for these centres. The centres, 
however, should not usurp the functions that can best 
be pertormed by the family doctor but should act in 
friencly co-operation with him. 

81. At the present time a medical officer of health may 
have no knowledge regarding children born outside his 
area until they reach school age. The provision of a 
doctor for every family would remove this difficulty, and 
would facilitate the continuity of record we have asked 
for. 

Puntic Assistance DomiciLiary Mepicat Servicer 

$2. Persons in receipt of public assistance and entitled 
to medical benefit obtain it from the medical officer 
appointed by the Public Assistance Committee for the 
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purpose. Usually that officer is a part-time officer, 
occasionally a full-time officer. In the view of the British 
Medical Association all persons, rich or poor, whether in 
receipt of public assistance or not, should enjoy free choice 
of doctor. Free choice of doctor for this section of the 
community was one of the suggestions included in the 
evidence of the British Medical Association to the Royal 
Commission on Poor Law in 1907. The relation between 
doctor and patient is an intimate one, and to compel a 
man because he is destitute to place himself under the 
care of a certain medical man must affect adversely that 
intimate relationship upon which so much depends. A 
medical practitioner has a sphere of activity based on 
medical not on social grounds. 

83. In any general medical service the public assistance 
section of the population should receive medical attention 
in a manner similar to that enjoyed by the insured section 
of the community. Payments could be made into the 
local national health insurance pool for each person 
referred by that committee for domiciliary medical attend- 
ance. This would require new legislation, but pending 
such legislation it is possible to evolve, within the exist- 
ing law, schemes of public assistance domiciliary medical 
service which embody the important principle of free 
choice and which exhibit the minimum of association with 
the Poor Law. Free choice schemes of this kind are 
being actively considered in many parts of England and 
Scotland, and a number of schemes are in operation, In 
these the private general practitioner is employed to treat 
the public assistance patients who desire his service, and 
he is remunerated on a capitation basis by the Public 
Assistance Committee. This indication of change is in 
conformity with the general trend of public opinion and 
with the recent legislation to remove the stigma of 
pauperism from medical treatment. 


THE MATERNITY SERVICES 

84. There is no branch of the medical services of Scot- 
land in which there is greater need for reorganization than 
that which relates to maternity. It is generally recognized 
that the death rate from childbearing and childbirth per- 
sists vear by year at its relatively high level in the main 
because the service provided for the bulk of the com- 
munity fails to bring to the aid of the pregnant and 
parturient women the skill and the knowledge available. 
In some instances the fatality is dependent upon factors 
—for example, the toxaemias of pregnancy—which are 
imperfectly understood and in regard to which further 
research is necessary before the knowledge of causation 
that is requisite for effective prevention and treatment 
can be acquired. In the majority of instances, however, 
there is good reason for the belief that the dangers attend. 
ing on maternity spring rather from an inefficient organ- 
ization of the essential services. 

85. The British Medical Association has addressed itself 
specially to these matters, and it has given reasons for 
the view that the maternity services of the community 
can be organized on a satisfactory basis only by some 
system which co-ordinating the various 
agencies which are at present concerned in these services 
and which under existing conditions are often unrelated 
and even antagonistic in their action. In its Maternity 
Scheme for England and Wales the Association has 
formulated a scheme which it believes is capable ef 
attaining this co-ordination, and which, if put into 
operation, would succeed in providing for large sections 
of the community, «whose maternity attendance is hap- 
hazard and inadequate, a service which is sound and safe. 

86. The Association is convinced that the basis of any 
satisfactory service is the provision for every pregnant 
and parturient woman of an experienced midwife upon 
whom in the majority of instances would fall the responsi- 
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bility for the case. It is now generally recognized that 
for normal midwifery the midwife is the ideal attendant 
as she in general is alone capable of providing the constant 
and continuing care that midwifery’ demands. Further, 
in its scheme the Association lays it down as a cardinal 
principle that every pregnant woman should be examined 
during her pregnancy by a doctor, so that abnormalities 
can be recognized and treated, and who is also available 
for service when called in by the midwife during preg- 
nancy, labour, or the puerperium in the event of any 
morbid change becoming detected. The third link in the 
Association’s scheme is the hospital, for the treatment of 
necessitous cases requiring treatment for medical reasons. 

87. The Departmental Committee on Maternal Mortality 
and Morbidity, in its Final Report (1932), and other 
committees and bodies which have been engaged in the 
study of the subject have made similar recommendations. 
In some of their other details the various schemes which 
have been advanced exhibit differences of greater or less 
importance, which it would be inappropriate to discuss 
here. Indeed, on many even of the major medical 
and administrative questions which relate to the maternity 
service there is still considerable difference of opinion, 
and, in regard to these, fuller consideration is necessary 
before concrete decisions are possible. These contro- 
versial matters are not raised in this memorandum, but the 
view is restated which is enunciated above, and which the 
Committee believes is generally accepted, that, before any 
important contributions to the serious problems associated 
with the existing maternity attendance of large classes of 
the community can be made, the need for a profound 
reorganization of the present machinery will have to be 
faced. On some of these matters some general observa- 
tions are offered. 


THe ROLE OF THE STATE OR THE LocaL AUTHORITY 


88. It is generally recognized by those who have 
specially considered these matters that an adequate 
service can be established only if it is laid down on 
national lines. The State has indeed largely expressed 
its responsibility in this matter in the form of the various 
statutes which regulate the training and control of mid- 
wives (The Midwives Act of 1902) and which have placed 
upon the local authorities responsibilities, at first per- 
missive and then obligatory, in regard to maternity 
(Notification of Births Acts, 1907 and 1915, Local Govern- 
ment (Scotland) Act, 1929). At the same time, it may be 
claimed that these various Acts have failed to accomplish 
the main purpose for which they were devised. This failure 
may, we believe, be attributed to two main causes. 

89. In the first place there is the fundamental con- 
sideration that for economic reasons large numbers of 
women are still, during their period of trial, unable to 
command the services that are essential for the safety 
of their pregnancy and their lying-in period. It is only 
necessary to cite the conditions that obtain in many 
industrial areas, in which the attendance may consist 
merely of a practitioner called in for the first time when 
the woman is in the throes of labour. His opportunity 
for sound midwifery is often further prejudiced by the 
many other demands made upon him by his busy general 
practice, and by the fact that to help him he may be 
dependent upon the inept and even dangerous assistance 
of a neighbour or ‘‘ handy-woman.”’ The standard of the 
whole service is necessarily prejudiced if, as often must 
happen under present conditions, the doctor’s attendance 
is often wholly unremunerated. 

90. For the above reasons the Committee believes that 
an important consideration in any effort directed to an 
improvement in the maternity services is the provision 
for those who are unable to provide it for themselves of 
a service financed from public funds. 


ANTE-NATAL CLINICS 


91. The second reason for the failure of State inter- 
vention to alleviate the main problem is that the ante- 
natal clinics which have been established by local 
authorities are in many instances ineffective because they 
are not integrated with the other essential elements in 
the service. Reference has been made to this subject 
in an earlier part of this memorandum, where the Com- 
mittee points to the fact that ante-natal care to reach 
its maximum benefit must in general be the responsibility 
of the attendant who is charged with the conduct of the 
labour. It is true that, as noted, many women are for 
economic reasons unable to command the services of a 
private doctor or midwife, and in such ante-natal care 
at a clinic may be valuable in that it detects an abnor- 
mality for which hospital treatment is necessary. Despite 
this the Committee is firmly of opinion that the ante-natal 
clinic loses much of its value in that the advice given 
is often valueless, in that disease which requires con- 
tinuing domiciliary treatment is left uncared for because 
there is no private doctor available for this purpose. 

92. The fact that ante-natal care should in general be 
the function of the attendant responsible for the labour 
implies that in a satisfactory scheme based upon a mid- 
wife-doctor combine the service of the ante-natal clinic 
would largely disappear, except in so far as it was con- 
ducted by specialist obstetricians to whom cases of doubt 
and difficulty might be referred by the doctor for con- 
sultation. 

HOSPITAL SERVICES 


93. The British Medical Association has during many 
years directed special attention to this subject, and in 
its Hospital Policy it has outlined the principles which in 
its belief must govern the present state and the future 
development of the hospital services of the community 
if these are to meet the demands made upon them from 
the standpoint alike of adequacy as of efficiency. 


THE PRESENT INADEQUACY OF HosPITAL ACCOMMODATION 


94. The Committee would at the outset strongly repre- 
sent that in the opinion of the Association the most urgent 
question which calls for attention is the grave shortage 
in general hospital accommodation. The Mackenzie 
‘Report (1925) has called attention to this matter, and it 
is common knowledge that more especially in regard to 
the large central institutions this bed shortage has 
created a problem of a very serious nature. The long 
waiting lists of these hospitals are a witness to the 
suffering and social distress that attend on this defective 
provision, and, in so far as they necessarily imply the 
existence of large groups of ill people whose treatment 
and restoration to health are unwarrantably deferred, 
they bespeak an economic wastage and a drainage on 
the national health insurance and the other resources 
of the community which in the aggregate must be con- 
siderable. : 

95. The Committee regards this aspect of the hospital 
problem as one which demands urgent attention. It is, 
indeed, both in its magnitude and in its social and 
economic bearings so important as largely to overshadow 
all other features of the problem. 

96. An understanding of the causes that have led to 
the present impasse in respect of the hospital services of 
this country is possible only tf we remind ourselves of 
the way in which these services have evolved in the past. 
In the beginning hospitals were devised for the treatment 
of the very poor. They sprang into being in response 
to the desire of that section of the community which 
was socially favoured to provide for the care, shelter, 
and maintenance of those whose destitute condition 
deprived them of even the barest necessities of life, and 
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in whom illness meant often death from starvation or 
exposure. From these considerations the first hospitals 
assumed the form of institutions founded on charity, 
and the humanitarian impulse that prompted their in- 
ception is still reflected in the motto ‘‘ Patet omnibus ”’ 
which often surmounts their portals. 

97. For many years the charity hospital continued to 
subserve the function for which it was originally 
designed. Within recent years, however, and more 
especially since the latter part of the nineteenth century, 
there has been a profound change in these respects. 
The medical activities of our hospitals have expanded 
to such an extent that it has been computed that they 
now cater for four-fifths of the entire population of this 
country, and that the class for which they were originally 
established—namely, the necessitous poor—constitute 
only some 15 per cent. of their total clientele. 

98. The Committee are thus faced with the remarkable 
fact that the large voluntary hospitals of the present 
day, with statutes and with a medical service that are 
based upon charity, are attempting to supply the needs 
of the great bulk of the population. When viewed in 
this light it cannot be surprising that the time has at 
last arrived when the machinery is proving itself in- 
adequate for the greatly increased task imposed upon it. 
Indeed, it is remarkable that, faced as they have been 
during recent decades with steadily increasing demands 
on their services at a time when financial depression 
tended to dry up the sources of their revenue, they have 
still been able to maintain their functions at a reasonably 
high level of efficiency. This has been possible only 
because the community has realized that such essential 
services must be subsidized at all costs. Further, it is 
obvious that, as the hospital clientele embraces four- 
fifths of the total population, much of the charity 
directed towards the upkeep of the system may be 
regarded as a sort of insurance against a_ potential 
risk. Nevertheless, much of this charity has implied 
an exploitation of some sections of the community 
by those who do not assume their fair share of the 
burden. 

99. The problems which call for attention at the present 
time can be understood only on a clear appreciation of 
the reasons why from being institutions, designed for 
the care of the poor, the hospitals have grown into a 
system that extends its services to all social classes. The 
first and most important reason for this change has been 
the rapid development in medical specialization, par- 
ticularly in relation to surgical methods, and in the com- 
plexity and expensiveness of the ancillary services, such 
as nursing, apparatus, special investigations, etc. The 
voluntary hospitals with the large funds which in the 
past they were able to command were in a position to 
keep pace with these expensive developments. In a 
sense they were the medium by which these developments 
were alone possible. It has thus followed that with 
their highly trained staff and their up-to-date equipment 
the hospitals were in a position to provide a_ service 
which was not easily available outside their walls. 

100. It is important to recognize that a factor of con- 
siderable economic advantage to the hospitals has been 
the possession of a medical staff whose work is given 
gratuitously, an arrangement which has been carried 
over as a legacy from the earlier charity stage. Indeed, 
a historical survey of hospital development conveys very 
clearly the way in which the medical profession has been 
progressively more and more exploited until at the present 
day large numbers of highly trained doctors are giving 
gratuitously to the hospitals and through them to indi- 
viduals, whose financial position may be and often is 
much superior to their own, services that may entail 
each day many hours of skilled and arduous work. 
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101. From such considerations it will be apparent that 
the popularity of the voluntary hospitals, now so great 
as to have brought them to their present critical position, 
has sprung from the high standard of their service, and 
from the fact that this service was so organized that 
it could be obtained cheaply by those who were desirous 
or willing to avail themselves of it. 


Tue Locat Government (SCOTLAND) Act, 1929 

102. The fact that a hospital system based upon charity 
had failed to meet the increasing demands made upon 
it within recent years has long been recognized. It has 
been becoming increasingly evident @ver a number of 
years that the community in its corporate capacity must 
assume a part of the burden if the minimum require- 
ments were to be met. The Local Government (Scotland) 
Act, 1929, by making aa adequate hospital provision 
a responsibility that devolves upon the local authority, 
has given statutory expression to this view, and_ has 
provided the means by which the whole position can be 
reviewed. 

103. In this place there is no need to enter fully into 
the considerations which, from an administrative stand- 
point, must guide those who are responsible for the re- 
organization of the hospital services on the new basis, 
This matter has been discussed in the Report on Hospital 
Services of the Consultative Council on Medical and Allied 
Services (1933), with whose recommendations on this 
question we are in agreement. There are, however, some 
aspects of the subject to which we would especially direct 
attention. 


CO-ORDINATION OF HOSPITAL SERVICES 


104. The obligation which now rests on a local authority 
to take steps to ensure an adequate hospital service for 
its area may be expected within a reasonable time to 
make good the shortage of bed accommodation to which 
we have already referred as the most urgent of the 
hospital problems which require attention at the present 
time. The Committee would emphasize the importance 
in this connexion of the most intimate co-ordination 
between all the agencies concerned at a time when a large 
extension of institutional services is necessarily under 
consideration. The Act specifically lays down that in 
planning their regional schemes the local authorities must 
consult with the voluntary hospitals in their area, so that 
overlapping and wastage may be avoided. At the same 
time it is obvious that the new situation which has been 
created provides an opportunity for a survey in each 
locality of such questions as the advantages to be obtained 
by a differentiation between the functions of adjacent 
hospitals. It provides, in addition, an opportunity for 
a co-ordination of hospitals situated in different local 
authority areas. By this means the large central institu- 
tions may, with advantage alike on grounds of efficiency 
as of economy, be linked up with the smaller hospitals 
in the outlying regions. 

105. The establishment of committees representing the 
interests of these larger areas is a necessary precursor to 
any such wide survey of the problem. 


PAYMENT BY PATIENTS 


106. By Section 28 of the Local Government (Scotland) 
Act, 1921, local authorities are empowered to recover from 
the patients within a hospital reasonable charges for 
maintenance and treatment, and we understand that this 
is being carried out in the hospitals taken over under the 
new statute. 

107. It is now generally recognized that the new 
situation which has been thus created in regard to hospital 
finance is calculated to exert widespread changes in the 
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whole hospital service of the community. It has become 
evident that at an early date the voluntary hospitals 
must in this respect come into line with the authority 
hospitals, because it is anomalous that there should exist 
side by side two institutions performing similar functions 
and serving the same sections of the community in which 
whilst the one exacts payment the other offers its services 
free. Further, it is evident that with the expansion of 
a hospital system financed by the rates there will be a 
tendency for a shrinkage of the sums available for charity. 

108. From the animadversions in previous paragraphs 
directed against the present position of the voluntary 
hospitals it will be apparent that the Committee welcomes 
the prospect of a development which will readjust many 
of the anomalies which they exhibit and which have 
become stabilized in the course of their evolution. 

109. The methods to be adopted for the recovery of 
maintenance and treatment charges from hospital patients 
is a matter of some importance. In some instances the 
almoner system in which the charge is based upon the 
financial position of the patient is satisfactory. It would 
seem to be likely that the new conditions will lead to an 
expansion of the contributory scheme system. 

110. For patients who desire special accommodation 
and yet who are unable to afford the scales of charges 
involved in admission to nursing homes the hospitals 
under their new conditions can perform an important 
community service by the establishment of the pay-bed 
system. 

PAYMENT OF MEDICAL STAFF 

111. For many years the Association has directed atten- 
tion to the anomalous position occupied by the honorary 
medical staff of a voluntary hospital, in that whilst in 
this capacity they give their services to about three- 
fourths of the population they are retained by the institu- 
tion on a basis of charity. 

112. The Association has represented that where charges 
are recovered from patients this charge should include 
payment for treatment given, and that from this source 
the medical staff should receive remuneration for the 
services they render. The Committee believes it is in- 
evitable that the principle of the payment of the medical 
staff which is necessarily recognized as inherent in the 
working of a statutory hospital will in a short time become 
an integral element in the voluntary hospital. In this 
connexion it is important that the remuneration should 
in both types of hospital be based upon a similar scale ; 
any discrepancy in this respect would inevitably tend 
towards an undesirable differentiation in the standard 
of the two services. 


Access OF PRIVATE PRACTITIONERS TO HOSPITALS 


113. The Committee believes that in any extension of 
hospital services consideration should be given to a class 
of patient for whom in the past no special provision has 
been available—namely, the sick persons for whom no 
specialized medical treatment is required, but rather the 
rest, the feeding, and the nursing that are denied under 
home conditions. Such a patient can quite satisfactorily 
be treated by the family doctor if the circumstances to 
which we have alluded are available, and in this respect 
the case is not suitable for admission to a_ hospital 
cevoted to specialized treatment. The Committee is 
strongly of opinion that the establishment in each area 
of a hospital for such cases would be of great value, and 
should, indeed, be regarded as an essential feature of the 
hospital provision for the area. In some areas this might 
not require the establishment of a separate hospital, but 
might be made by the alteration of a number of beds in 
an existing institution for this purpose. 


THE OUT-PATIENT PROBLEM 


114. An integral part of the problem of hospital 
services is that relating to the out-patient. It is well 
known that under existing conditions the out-patient 
departments of our large hospitals are often greatly over- 
crowced, and that the increasing numbers of patients 
who come for attendance year by year have often caused 
great concern to the hospital authorities and to the 
honorary staffs. In many instances it is known that 
patients present themselves for advice in this way who 
are financially able to procure the same advice in the 
ordinary way by means of private consultation. The 
Committee believes that hospitals can largely mitigate 
this aspect of the problem by the more widespread 
adoption of the almoner system. Amongst the other 
classes of out-patients there are those who are insured 
under the national health insurance, and whose treatment 
could suitably and more appropriately be given by their 
insurance practitioner. Hospitals would largely relieve 
themselves in regard to these classes if they insisted more 
generally than is the custom on the patients bringing a 
letter from their private doctor. There are, in addition, 
many patients in continuing attendance at the out-patient 
departments who could be treated satisfactorily at home 
by their doctors, and we believe that, if the hospital, 
after carrying out any special preliminary treatment or 
examination that is required, adopted more widely the 
practice of referring the patient back to the attendant 
practitioner for any further care there would be an appre- 
ciable relief of the present conditions. 

115. The Association is of opinion that when the 
medical services of the community are so readjusted as 
to make statutory provision for the Cependants of the 
insured population the out-patient departments of our 
hospitals will find their chief function in acting as centres 
for consultation. 


NATIONAL HEALTH INSURANCE 


116. The introduction of the national health insurance 
scheme in 1912 marked a turning-point in the history 
of the medical services of this country. The experiment 
was received with a considerable volume of opposition, 
both by the public generally and by the medical pro- 
fession. The opposition of the profession was due, 
partly to the natural reluctance to adopt an untried 
system, and partly to objections to the administrative 
arrangements and financial provisions of the scheme. 
The experience gained during the past twenty-one years 
has, however, enabled the public and the profession to 
appreciate the advantages inherent in such a system, 
and has brought about changes within the system which 
have made it more acceptable to both. 

117. Evidence of the changed attitude of the medical 
profession was provided in 1922 by the adoption of the 
following resolution by the Representative Body of the 
British Medical Association : 

‘‘ The measure of success which has attended the experi- 
ment of providing medical benefit under the National 
Health Insurance Acts has been ‘sufficient to justify the 
profession in uniting to ensure the continuance and im- 
provement of an insurance system.’’ 

118. The Royal Commission on National Health , In- 
surance, in making its report in 1926, stated that ‘‘ the 
system has established its position as a permanent feature 
of the social system of this country, and should be con- 
tinued on its present compulsory and contributory basis.”’ 
It is recognized, however, that the service provided at 
the present time suffers from its limitations. It does 
provide that fundamental requirement—a general prac- 
titioner service which in the words of the Act comprises 
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all proper and necessary services, other than those in- 
volving the application of special skill and experience of 
a degree or kind which general practitioners as a class 
cannot reasonably be expected to possess. 

119. No provision is made, however, for a consultant 
and specialist service, for the various ancillary services, 
or for institutional treatment. It is essential that the 
medical service afforded by the National Health Insur- 
ance Acts should be complete. At the present time the 
service fails when the requirements are greatest. It 
cannot be contended that the State should be concerned 
only with the less serious forms of illness and not with 
those of a more serious nature. 

120. In order to make the medical provisions of the 
system complete it is accordingly necessary, as has been 
indicated in a previous part of this Memorandum, that 
the following services should be included : 

(a) Consultant and specialist advice and treatment, 
both for cases able to travel and for those who are 
unable to do so ; 

(b) Pathological and other laboratory services, * rays 
and the various aids already detailed that are necessary 
for diagnosis and treatment ; and that these should 
be in the closest possible association ; 

(c) Institutional treatment. 

These various services should normally be available 
through the agency of the family doctor. 

121. As stated previously, the Committee is of opinion 
that the scope of the Acts should be extended so as to 
provide medical benefit for all those whose income is 
below £250 per annum as well as to their dependants. 
In this connexion attention is drawn to the following 
resolution passed in 1930 by the Representative Body 
of the British Medical Association : 

‘““The time is now ripe for the medical profession to 
ask for the inclusion under the national health insurance 
service of the dependants of insured persons, provided that 
such an extended service include adequate safeguards 
respecting remuneration and conditions of service.’’ 

122. It is also worthy of note that the Consultative 
Council on Medical and Allied Services in its Interim 
Report (1920) stated that: 

‘Since the State, in the general public interest, has 
already made arrangements, by way of an insurance medical 
service, for the industrial population and for persons of 
certain similar economic groups, there is no sufficient 
reason against admitting all persons and families of the 
same status to the like benefit. We advise, therefore, 
that the present medical service for the insured should, on 
the one hand, be expanded so as to provide for them 
everything that is still necessary to make it adequate and 
complete ; and, on the other hand, be extended so as to 
include within its scope all persons of the same economic 
status as the present insured, and all now entitled to 
medical service under the existing Poor Law, together 
with their dependants in each case, in such manner as 
to make the family rather than the individual the unit 
for which public provision is made.’’ 

123. With regard to the class of persons who at present 
require to receive medical attendance through the medical 
service provided by Public Assistance Committees the 
Committee is of opinion that provision should be made 
to enable them to reccive medical advice and treatment 
under the general scheme outlined. (See paras. 82-83.) 

124. The number of insured persons in Scotland at the 
present time is approximately 1,766,000. © The number 
of their dependants may be estimated at over 2,000,000, 
and the number of persons who are entitled to receive 
medical attendance through the Public Assistance Com- 
mittees is approximately 5 per cent. of the population, 
including the able-bodied unemployed. In connexion 
with bringing the dependants of insured persons within 

the scope of the scheme the Committee would also point 
out the need for including persons of similar financial 
position who would otherwise be ineligible. The extension 
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of the Insurance Acts on the above lines would bring 
approximately 90 per cent. of the whole population within 
the scope of the scheme. 

125. The repercussions of such an extension of the 
national health insurance service would also have to be 
borne in mind in connexion with the medical service 
for those classes of the community having a higher income 
than £250 per annum, but who under the existing 
economic conditions find it difficult to afford adequate 
medical attention for themselves and their dependants, 
There is little doubt that large sections of the population 
would welcome the provision of medical attendance: on 
an insurance basis. 

126. If such an extension of the sphere of national 
health insurance were brought about the difficulties which 
at present attend practice, especially in densely populated 
industrial districts, to which reference has already been 


made, would naturally be increased. Consideration would 


accordingly have to be given to the question of the 
maximum number of persons for whose health a doctor 
should be responsible. 


NaTIONAL HEALTH INSURANCE AND PREVENTIVE 
MEDICINE 

127. It has already been stated that the service pro- 
vided under the Insurance Acts offers opportunities for 
educative and preventive work on the part of the doctor, 
though these have not so far, in general, been adequately 
utilized. In this direction the service could do valuable 
work in improving the health of the nation. As already 
indicated, however, this cannot be most effectively done 
till the family is regarded as the unit. The doctor should 
take an active interest in the environment and the manner 
of living of his patients. In addition to having an 
intimate knowledge of the social and occupational cir- 
cumstances of the persons for whose health he is re- 
sponsible, the doctor should have a knowledge of their 
physiological and psycholog:cal condition. 


Lax CERTIFICATION AND EXCESSIVE PRESCRIBING ” 


128. The Committee is of opinion that medical benefit 
has proved of inestimable value to the insured popula- 
tion, and that the quality of the medical service given 
is, in general, of a high order. The main criticisms of 
the medical service are chiefly directed towards what are 
known as “lax certification and excessive pre- 
scribing.”’ In recent years there has been a_ great 
increase in the claims for sickness benefit. Actuarial 
investigation shows that comparing 1921 with 1927 
the average claims of men for sickness benefit have 
risen by 41° per cent., of unmarried women by 60 
per cent., and of married women by 106 per cent. It 
has been frequently stated that this increase is due 
to want of proper care on the part of the doctor in 
granting certificates of incapacity. This is largely untrue, 
and the main causes of the rise in the number of claims 
are to be found in other directions. 

129. Under existing conditions it is inevitable that the 
statistical results of reference to the regional medical 
officer should give the impression that medical cert:fica- 
tion is unsatisfactory. Accurate certification must always 
be a matter of difficulty, and where there is any doubt 
the practitioner must give the benefit of it to the patient. 
Fitness for work is a relative term, and it is impossible 
to fix a standard applicable to all classes of workers. 

130. It is recognized that practitioners should exercise 
great care in granting certificates of incapacity. The 
Committee is aware that there are some practitioners who 
do not sufficiently realize the effect of a too.ready com- 
pliance with the claims of the individual patient, but im 
the great majority of cases practitioners carry out this 
admittedly difficult work conscientiously and efficiently. 
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131. The case of women diffi- 
culties, and it is a matter for consideration whether some 
separate provision should be made for cases of pregnancy. 

132. It is to the advantage of all parties concerned 
that the cause of incapacity should, except in those cases 
where it is necessary in the best interests of the patient 
to give a ‘‘ vague certificate,’’ be as accurately stated 
as possible. This is impossible in the early stages of 
many illnesses, but it is important for many reasons 
that, in cases where a tentative diagnosis is made, the 
exact cause of incapacity should be indicated as soon as 
possible. With a view to securing a high standard of 
certification the regional medical officers of the Depart- 
ment of Health have recently inaugurated a system of 
periodic visitation of all insurance practitioners. Any 
difficulties which a doctor may have can be discussed, 
and if the practitioner and the regional medical officer 
mutually agree certain cases can be examined. 

133. It is evident that a system of national health 
insurance should provide accurate and complete statistics 
of the incidence and nature of sickness among the insured 
population. In Scotland machinery has been established 
for securing such statistics. To each doctor is allotted 
a permanent reference number, and thus for each insur- 
ance area it is possible to stamp medical certificates as 
they are received and so to localize the sickness indicated 
by them. The approved societies furnish data regarding 
the age, occupation, and marital condition of the patient, 
and as all final certificates should give the ultimate 
diagnosis much valuable information should be obtained 
from these arrangements. 

134. In view of the fact that insured persons now 
make more frequent requests for certificates of incapacity 
for work than was the case in the decade following 
the introduction of the Acts, the Committee would point 
out that there is need for educational work among the 
insured persons in the elementary principles of insurance. 


THE SuppLyY OF DRUGS, ETC. 


135. The Act requires that insured persons should have 
“proper and sufficient ’’ medicines. The drugs, etc., 
must be those which are “ requisite for the treatment of 
the patient,’’ and the cost must not be in excess of what 
is reasonably necessary for adequate treatment. 

136. In view of the statements which have been fre- 
quently. made it is necessary to emphasize that no limits 
are imposed by the Act as to the cost of any drug which 
may be supplied, or as to the average cost of the drugs 
supplied to insured persons. 

137. The Drug Fund provides for drugs and certain 
approved appliances, but not for foods, toilet prepara- 
tions, or disinfectants. Special machinery has recently 
been <et up in Scotland to give a decision in any case 
where there may be some doubt as to whether any 
particular substance is, in fact, a food or a drug. 

138. The Drug Tariff is a list of prices of drugs and 
appliances, revised from time to time, which forms the 
bas’s on which the chemists are paid for the prescriptions 
dispensed. In Scotland the Drug Tariff is prepared after 
consultation between the Drug Accounts Committee and 
the Pharmaceutical Standing Committee, and the prescrip- 
tions dispensed by chemists are priced by the Central 
Checking Bureau. 

139. In its monthly reports the Bureau draws attention 
to any items which may suggest that there has been 
extravagance in prescribing. The responsibility for in- 
vestigating such cases rests primarily with the Panel 
Committee. The Act provides, however, that the Insur- 
ance Committee may make the investigation if the Panel 
Committee is in default, and if the latter fails to do so 
the Department of Health may take the necessary action. 


140. The procedure to be taken by the Sane Committee 
in investigating a prima facie case of excessive prescribing) 
is fully detailed in the Medical Benefit Regulations. It 
need only be stated here that no theoretical or ideal 
standard is laid down. The method adopted is to compare 
the average cost of the individual doctor whose costs are 
challenged with the general average of the area. 

141. If the cost does not appear to the Panel Committee 
to be in excess of what is reasonably necessary no further 
action is taken. If it appears to the Panel Committee 
that there is extravagance, it makes a report stating the 
facts ascertained, with its recommendations and _ the 
grounds therefor. 

142. It is necessary to state that insurance practitioners 
must be allowed to exercise reasonable independence of 
judgement as to what is, or is not, necessary for the 
proper treatment of their patients. The insistence upon 
a rigid conformity with the methods of their fellow prac- 
titioners would be prejudicial to the advancement. of 
medical science, and might conflict not only with the 
interests of the individual patient but of insured persons 
generally. 

143. There is an undoubted tendency for doctors to 
prescribe proprietary medicines when equally good results 
could be obtained, at much less cost, by the prescribing 
of British pharmacopoeial preparations. At the same 
time proprietary articles as such should not be dis- 
allowed. There are cases where one particular prepara- 
tion is found to be of greater efficacy than any others, 
and a reasonable amount of latitude must be allowed in 
this direction. 

144. There can be no doubt, however, that at the 
present time the public, generally, attach too much 
importance to the place of drugs in the treatment of 
many types of illness. They are too apt to place a 
higher value on the medicine prescribed by the doctor 
than on the advice he gives. At the same time there 
is no doubt that the faith of the public in the efficacy of 
drugs has a definite psychological value in promoting 
recovery. 


DruGs AND APPLIANCES SUPPLIED BY THE DocToR 


145. By their terms of service doctors are required not 
merely to prescribe but where requisite to supply : 

1. Drugs which are necessarily or ordinarily acmin- 
istered by a practitioner in person. 

2. Drugs or appliances (mainly dressings) which are 
needed for immediate administration or application, or 
required before a supply can conveniently be obtained 
from the chemist. 

In the latter of these two groups, the test is whether 
there is urgency, and, in the former, whether the drug 
is one which, in the patient’s best interest, the doctor 
ought to administer personally. 

146. Under the Insurance Act the general principle is 
accepted that the doctor should prescribe and the chemist 
dispense. Where, however, the Insurance Committee is 
satisfied that, owing either to distance from any chemist 
under contract with the Committee, or to inadequate 
means of communication, insured persons would have 
serious difficulty in getting their drugs, etc., the Insurance 
Committee can require the doctor to undertake to supply 
the insured persons on his list with all requisite drugs 
and appliances. In practice this applies only to rural 
districts. 

147. In Scotland the payment made to dispensing 
doctors is based on the drug expenditure in the area of 
each Insurance Committee, as represented by payments 
made to chemists and persons supplying appliances, taking. 
the mean number during that year of persons included 
in the lists of doctors, other than persons to whom doctors 
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supplied drugs and appliances at a capitation fee. In 
calculating the average amount referred to it should be 
noted that the cost of prescriptions for (1) insulin and 
hypodermic syringes or parts thereof, and (2) liver extract, 
should be excluded in arriving at the year’s expenditure 
on drugs and appliances. 

148. In practice this method results in the capitation 
fee payable to dispensing doctors in the several areas 
varying considerably in amount. We accordingly suggest 
that the areal average is unsatisfactory as the basis of 
this payment, and that it is very desirable that a flat 
rate should be established for the country as a whole. 


ADDITIONAL BENEFITS 


149. The Committee has already expressed the opinion 
that a dental service should be available for all insured 
persons and their dependants. At the present time dental 
and ophthalmic services are only partially available to 
insured persons, the deciding factor being the amount 
of the surpluses which the various approved societies have 
at their disposal. This raises important questions of 
administration, but it seems inequitable and contrary to 
the interests of the health of the people that such services 
should not be equally available for all insured persons. 
The inclusion of specialist services would result in oph- 
thalmic benefit being taken out of the category of 
additional benefits, as it would become part of medical 
benefit. 

MepicaL RECORDS AND INVESTIGATIONS 


150. Under their terms of service Scottish practitioners 
are required to keep such records as the Department of 
Health may from time to time determine. The summary 
cards which practitioners were originally called upon to 
keep were ultimately found to be of no value, and their 
use was discontinued in 1930. In 1931 a new type of 
inquiry was instituted. This consisted of an inquiry into 
the adequacy of hospital accommodation (M.R.1). This 
was followed in 1932 by a clinical inquiry into the early 
symptoms of cardiac disease (M.R.2). In 1933 an inquiry 
regarding cases of valvular disease of the heart with special 
reference to treatment (M.R.3) was instituted. This in- 
quiry is still proceeding. These clinical investigations 
were inaugurated because it was considered that there 
is an untapped source of knowledge with regard to certain 
aspects of disease which only the experienced general 
practitioner possesses. It is not yet possible to assess 
the value that may be attached to such records. It is 
only necessary to point out here that the form of such 
records should be made as simple and as easily filled up 
as possible. It is advisable also that the system should 
be kept so elastic as to allow of certain special investiga- 
tions being carried out in particular areas or by practi- 
tioners interested in any particular subject. 

151. In addition to these clinical investigations into a 
selected subject practitioners are required to keep notes 
regarding the nature and duration of each illness certified 
to have incapacitated from work any insured persons on 
their list. The facts required to be recorded are such 
as the practitioner considers would be of use to himself 
in any subsequent treatment of the case, or to any other 
practitioner into whose care the patient might sub- 
sequently pass. These records are confidential documents, 
and are only handled in the Insurance Committee’s 
office by the clerk or some other responsible officer. 


CONSULTANT AND SPECIALIST SERVICE 


152. The suggested establishment of a consultant and 
specialist service involves the consideration of several new 
questions with regard to administration. At the present 
time these services are largely provided by the out-patient 
departments of hospitals. 
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153. Outside the London area, for large sections of the 
community no general organized provision exists for 
obtaining consultations privately at fees which are within 
their capacity to pay. ' 

154. The system established by the National Ophthalmic 
Treatment Board provides such a service for ophthalmic 
cases in all parts of the country, but no similar provision 
for other cases exists. 

155. We desire to state that in the past the consultants 
have been ready, almost invariably, to reduce their fees 
in any case where they were asked to do so by the family 
doctor. This, however, introduces the element of charity, 
and necessarily militates against the private use of the 
consultants’ services. 

156. The scheme in London referred to above has been 
introduced by the British Medical Association. In this 
scheme persons within a defined income limit and who are 
members of recognized organizations ’’ such as_ the 
Hospital Saving Association, persons entitled to medical 
benefit under the National Health Insurance Acts, mem- 
bers of approved contributory schemes, and members of 
approved public medical services may, by arrangement 
with the family doctor, consult any of the specialists 
whose names appear in the ‘‘ Consultants List.’’ 

157. Any practitioner who satisfies one or more of the 
following criteria is entitled to have his name included 
in the list: 


ae 


(a) That he has held hospital or other appointments 
affording special opportunities for acquiring special skill 
and experience of the kind required for the performance 
of the service rendered, and has had actual recent 
practice in performing the service rendered or services 
of a similar character ; or 

(b) That he has had special academic or _post- 
graduate study of a subject which comprises the 
service rendered, and has had actual recent practice 
as aforesaid ; or 

(c) That he is generally recognized by other practi- 
tioners in the area as having special proficiency and 
experience in a subject which comprises the service 
rendered. 


158. The service provided is such examination and 
advice as can be given at a single consultation at the 
rooms of the consultant or specialist at the address given 
in the Consultants List, and a report, when necessary, 
for the information of the family doctor. 

159. The fee is paid by the patient at the time of 
the consultation. 

160. In instituting a national consultant service for 
Scotland it would be necessary to arrange for the estab- 
lishment of a Consultants List in each of the regions. 
These lists might eventually be combined so as to form 
a Scottish list. 

161. The method of the remuneration of the specialist 
would also require to be considered. Payment by the 
capitation method does not appear suitable for such a 
service. The system of sessional fees would obviously 
be limited to consultations in institutions or in clinics. 
Accordingly the system of payment on the basis of work 
done would appear to be the most practicable method. 
Arrangements would also require to be made for domi- 
ciliary consultations at an agreed schedule of fees. 

162. How the service should be administered demands 
careful consideration. It is obvious that some means of 
preventing unnecessary use of the consultaats’ services 
must be provided. Cases requiring prolonged investiga- 
tion and team work would require to have this carried 
out in hospital. Arrangements for the examination and 
treatment of necessitous cases would require to be made 


in conjunction with the Public Assistance Committees. 
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THE METHOD OF PROVISION AND ADMINISTRA- 
TION OF THE SERVICE 


163. The method by which such a service as we have 
advocated is to be provided is not essentially a medical 
question, but is one in which the medical profession is 
vitally interested. While it is recognized that a body of 
opinion exists which is in favour of a salaried State 
service there can be no doubt that the great majority of 
the profession is strongly opposed to this. 

164. With all its imperfections, the present system of 
national health insurance has become an accepted and 
valued part of the national life, and preserves what the 
Association regards as essential factors in the relationship 
between patient and doctor. It would appear, therefore, 
to be the wiser course to provide a national medical 
service by the extension of the present compulsory con- 
tributory system rather than to scrap the whole of the 
existing machinery and proceed to build on an entirely 
new foundation. 

165. The main problem confronting those responsible 
for the improvement of the administration of the health 
services of the country is one of co-ordination and 
integration. 

166. A considerable advance has been secured in this 
direction by the. passing of the Local Government (Scot- 
land) Act, 1929, but much remains to be done. 

167. At the present time two different authorities are 
mainly concerned in the local administration of the health 
services. The county and town councils administer the 
various public health services with the public assistance 
medical service and the healtk services in. schools, while 
the Insurance Committees are responsible for the adminis- 
tration of the national health insurance system. The 
co-ordination, however, which exists between the various 
units is far from satisfactory. 

168. In the Association’s opinion a system which in- 
volves such a scattering of responsibility with regard to 
the administration of a service, which should be essentially 
a complete and unified one, can no longer be justified. 

It is desired to state here that the _ relations 
between the Insurance Committees, the Association of 
Insurance Committees, and the medical profession in 
Scotland have, in general, been very cordial. National 
health insurance, however, should no longer be a separate 
entity, but an integral part of the general health service 
of the country. 

169. Further co-ordination could be obtained by the 
transference of the powers and duties of Insurance Com- 
mittees to the respective municipal and county authorities 
by making these bodies responsible for the administration 
of the organized health services of the country. This, 


however, would only mitigate the disadvantages of the. 


present system. It appears, accordingly, that the possi- 
bility of effecting a more complete co-ordination of the 
medical services should be considered. 

170. This could be achieved by the organization of the 
entire medical services on a regional basis similar to that 
advocated by the Mackenzie Committee in its report on 
the Hospital Services of Scotland. These regions were 
defined as follows: 


(1) The northern region, comprising Orkney, Caith- 
ness, Sutherland, Ross and Cromarty, Moray, Nairn, 
aad Inverness ; 

(2) The north-eastern region, comprising Aberdeen, 
Kincardine, Banff, and Zetland ; 

(3) The eastern region, comprising Forfar, East Fife, 
Kinross, and Perth ; 

(4) The south-eastern region, comprising Midlothian, 
West Lothian (Linlithgow), East Lothian (Haddington), 
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Clackmannan, Berwick, Roxburgh, Selkirk, Peebles, and 
West Fife ; 

(5) The western region, comprising Lanark, Renfrew, 
Ayr, Wigtown, Kirkcudbright, Dumfries, Dumbarton, 
Stirling, Argyll, and Bute ; 


and the following are the broad lines on which the 
service might be organized. 

171. The central administrative authority would be, as 
at present, the Department of Health for Scotland. The 
Chief Medical Officer to the Department of Health would 
be the head of the medical services of the country. 

172. In each of the regions there would be a regional 
health committee charged with the administration of the 
entire health services of the region. This committee 
would be of a composite character, representing the 
various interests as at present obtains in the case of 
Insurance Committees, but not having by any means the 
same proportions as these committees now possess. A 
principal medical officer would be responsible for the 
organization of the regional health service. He would 
require a staff of medical officers to assist him in the 
organization of the various branches of the service. 

173. The regional medical officers would continue to 
act, directly under the Department of Health, in their 
present capacity as experts in assessing capacity for work 
and would also assist in the general supervision of the 
service. 

174. It is also suggested that the principal medical 
officer in each region should have the assistance of a 
local medical advisory committee, elected by, and repre- 
sentative of, the medical profession in the region. This 
local medical advisory committee should have the right 
of direct access to the regional administrative committee. 

175. As regards the control of the purely professional 
side of the service, the guaranteeing of thé quality of the 
service, and the discipline of the doctors taking part in 
it, as much responsibility as possible should be placed on 
the organized medical profession. 

176. It follows that in any arrangements which might 
be made for such a service the organized medical pro- 
fession should be freely consulted from the outset on all 
professional matters by those responsible for the financial 
and administrative control of the service. ; 


MEDICAL EDUCATION 


To secure the best results from such a service as we 
have here described it will be necessary, as has been 
already indicated, to effect certain changes in the educa- 
tion of the medical student. 

177. A special committee of the British Medical Asso- 
ciation was appointed in January, 1933, to consider and 
report upon (a) the conditions that should be required 
for entrance upon medical studies ; (b) the content of 
the curriculum, ~-the position of the various subjects 
therein, and their proper relationship to one another ; 
(c) the nature of examination or other tests which should 
be satisfied prior to graduation ; (d) whether, and to what 
extent, post-graduate education or experience should be 
required prior to registration as a fully qualified medical 
practitioner or licence to practise independently as such. 
The report of this committee is included among the doca- 
ments submitted by the Scottish Committee of the Asso- 
ciation, and it is accordingly unnecessary to deal fully 
with this matter here. If the report of this committee 
is approved by the Representative Body of the British 
Medical Association it will be submitted, amongst others, 
to the General Medical Council, the Ministry of Health, 
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the of Health, the Scottish Education 
ment, the Health Organization of the League of Nations, 
and the various teaching and examining bodies. We need, 
therefore, only state that the changes advocated in this 
report are directed to securing a higher standard of 
general education and culture on the part of the student 
prior to the commencement of his medical studies ; a 
more completely co-ordinated course throughout the 
medical curriculum with a direct aim towards fitting him 
for the sphere of general practice ; a final period of clinical 
responsibility under supervision prior to his complete 
licensure ; and a considered attention throughout to the 
preventive aspects of medicine. 


The Scottish Health Services : Appendix 


Post-GRADUATE COURSES 


178. We recognize that if the family doctor is to keep 
himself abreast with the progress of medical science post- 
graduate education is necessary in some form. The 
present provision is insufficient and inadequate, as it does 
not afford opportunities for the general practitioner to 
engage in practical work such as would increase his 
efficiency in the treatment of his patients. Special atten- 
tion should be directed to this aspect in all post-graduate 
courses which are organized by the various teaching 
schools. In this way will the efficiency of the family 
coctor be best maintained. 


APPENDIX 


THE HIGHLANDS AND ISLANDS MEDICAL SERVICE 


1. Although this section of the memorandum contains 
much which has already been discussed, it is thought 
advisable to include it in its entirety, as it describes a 
unique and almost complete medical service for its 
specified area, and is a tribute alike to its organizers and 
to those engaged in carrying it out. 

2. In considering the benefits conferred on the people 
of the Highlands and Islands by the Highlands and 
Islands (Medical Service) Grant Acts, 1913 and 1929, it 
may be well, in the first place, to refer to the conditions 
which existed prior to the passing of the Acts. The 
doctors in the Highlands and Islands had long realized 
that the medical services there were very inadequate for 
the needs of the people. Successive Governments, how- 
ever, paid little attention to the Highlands and Islands, 
except for political purposes. 

3. One of the reasons for the lack of an adequate 
medical service was that the doctors in the Highlands and 
Islands were very poorly paid, and good professional men 
hesitated to accept appointments under the conditions 
then existing with no security of tenure, in isolated places 
far from civilization, where they might find themselves 
finally stranded in penury with their wives and families. 

4. From the people’s point of view it was difficult 
for a poor crofter or fisherman to secure medical treat- 
ment unless he lived quite near the doctor. There was 
a great deal of illness which was never medically attended, 
and this was partly due to the fact that the people were 
so poor that they could not pay even a small fee, much 
less a fee where mileage was charged. There was also 
a lack of means of communication with the doctor. 

5. A medical officer appointed by a Highland parish 
council to attend and treat the statutory poor (then known 
as ‘‘ paupers "’) was usually poorly paid. The doctor's 
work was arduous ; in wild and remote districts he had 
to cover many miles on horseback or push-cycle on 
execrable roads ; he had to walk long distances across 


broken country, and undertake journeys by sailing and | 


rowing boat, which involved considerable personal risk 
and great fatigue in bad weather. For this he received 
a salary from the parish council, in return for which he 
had not only to give attendance on the statutory poor, 
but attendance on almost every inhabitant in his district. 
There were practically no private patients. All the 
doctor's travelling expenses had to be paid by himself, 
and they were heavy. 

6. Altogether the lot of the Highland doctor, except 
in the small towns and larger villages, where there was 
some population, was a poor one. He was cut off from 
the amenities, and his existence was lonely. There was 
a very rudimentary public health service, there were no 
hospitals available except in one or two centres of nopula- 


tion, no nursing services, no ambulances, no telephones, 
and few telegraphs or other means of communication. 

7. The Highlands and _ Islands (Medical Service) 
Grant Act was passed in 1913, following the report by 
the Dewar Committee appointed ‘‘ to inquire into the 
provision of medical attendance in the Highlands and 
Islands of Scotland.’’ The Act made provision for the 
annual payment of a sum of £42,000, called the Highlands 
and Islands (Medical Service) Grant, to a separate fund 
called the Highlands and Islands (Medical Service) Fund. 
This fund was at first administered by the Highlands and 
Islands Medical Service Board ‘‘ for the purpose of im- 
proving medical service, including nursing, in the High- 
lands and Islands of Scotland, and otherwise providing 
and improving means for the prevention, treatment, and 
alleviation of illness therein.’’ It is useful to remember 
that the expression ‘‘ Highlands and Islands’’ in this 
Act means the area specified in the schedule, comprising 
the counties of Argyll, Caithness, Inverness (excluding 
the burgh), Ross and Cromarty, Sutherland, Orkney and 
Zetland, and the Highland district of the county of Perth. 

8. Immediately after the appointment of the High- 
lands and Islands (Medical Service) Board, each of the 
medical officers in the Highlands and Islands was 
approached and was asked to take on service with the 
Board to provide medical services to persons in the 
‘““ prescribed classes '’ at fees not exceeding those in the 
Board's scale of fees. 

9. The ‘‘ prescribed classes’’ were, and are, the 
families of dependants of insured persons, uninsured 
persons of the crofter and cottar class and their families 
and dependants, and others in like circumstances to whom 
the payment of higher fees than those prescribed in the 
Board’s scale would have been an undue burden. 

10. The scale of fees was 5s. for the first visit and 
2s. 6d. (now 3s. 6d.) for each subsequent visit in the same 
illness, and £2 2s. as a maximum fee for confinements, 
including attendance thereafter, with no charge ‘or 
mileage. 

11. In consideration of the services rendered by the 
doctor, the Board, now the Department of Health, agreed 
to make him a grant, the amount of which was deter- 
mined by the Department, having regard to (a) the 
amount required to recoup the doctor for the loss in 
fees involved in agreeing to attend patients on the scale 
given above ; (b) the additional work and expenses arising 
from the doctor giving medical attendance and treatment 
at those fees ; (c) the amount that, but for the operation 
of the scheme, might have been earned by the doctor as 
mileage allowance in respect of insured persons on_ his 
list ; (d) the amount of the supplement to the income of 
the doctor required to bring his total emoluments up to 
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a reasonable figure, regard being had to the expenses of 
his practice. No doctor receiving such a grant was entitled 
to claim mileage attendance from his Insurance Com- 
mittee. 

12. The agreement entered into between a doctor and 
the Department contained the following provisions and 
conditions: ‘‘ That within the area of his ordinary prac- 
tice he should visit, when asked to do so, all persons in 
need of medical attention ; that wherever practicable he 
should give his personal attention in midwifery cases ; 
that he should pay regular visits in certain localities on 
fixed days ; that he should keep a motor car and use it 
in practice ; and that he should keep records of his prac- 
tice as required by the Department.’’ He was also bound 
to provide medical services under his agreement with the 
county council (parish or district) and Insurance Com- 
mittee. The agreement between the Highlands and 
Islands doctor and the Department thus provides that 
no persons in the doctor's area can be refused attendance 
and treatment, to whatever category they may belong, 
and that no person in the prescribed classes can be 
charged for the doctor’s travelling expenses. 

13. The effect of the Act on the Highlands and Islands 
has been to give the people absolute freedom to ask for 
the doctor’s services on any occasion when they think 
they require them. The number of visits paid in any 
Highlands and Islands practice has considerably increased 
since the war, although the actual amount of severe illness 
has been less. Within the last ten or fifteen years a more 
intelligent view has been taken by the Highland people 
of the advantage of preventive measures in illness, real- 
izing, as they now do, that a doctor’s service is always 
at their disposal on very easy terms. Improvement has 
also taken place in certain areas in the general outlook 
and condition of the people. In spite of ‘‘ bad times ’’ 
they are better clothed, better fed (motor vans bring their 
provisions two or three times a week except in very 
remote places), and their ancient fear of fresh air in their 
houses has mostly disappeared. One now finds them 
sleeping with open windows, a ‘‘ risk ’’ undreamed of 
not twenty years ago. 

14. Public health services and hospital services are 
more appreciated. Whereas there used to be some 
opposition to the removal of a member of the family 
to a hospital or other institution, the treatment now 
offered is as a rule accepted on the advice of the family 
doctor. 

15. Infectious disease, including tuberculosis, is under 
much better control than it ever was, and the segregation 
of pulmonary tuberculosis has diminished the number of 
cases of direct infection, so frequently encountered in 
Highland cottages in former days. For example, it has 
occurred that a family composed of father, mother, and 
seven children has been completely wiped out by phthisis 
through direct infection from one another, and no segrega- 
tion attempted. Such a disaster is now almost impossible. 

16. Housing has improved, but in the villages many 
more houses are urgently required. In the crofting 
districts the subsidies available for reconstruction of 
crofters’ houses have been taken advantage of, and the 
heightened houses, with airy bedrooms and storm windows 
above, are an immense improvement. 


MENTAL HEALTH 


17. The state of the mental health in the Highlands 
and Islands, as indicated by the Board of Control's most 
recent report, is, however, a cause for very grave concern. 

18. Referring to a table of statistics concerning pauper 
lunatics in the Highland areas as compared with the rest of 
Scotland, the Board states: ‘‘ A glance at the foregoing 
table shows that at the top of the list stands, without 
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Scotland.’’ While, as has just been stated, the physical 
health of the people has been ameliorated by better 
housing, and, we believe, by better medical and nursing 
services, it would appear from the above excerpt from 
the report of the Board of Control that better environ- 
ment does not seem so far to have ameliorated mental 
health in the Highlands and Islands area. 

19. One causative factor is depopulation, which has 
drained the Highlands and Islands area of much good 
stock, leaving behind weaker and older people who are 
unable to stand up to the strain of daily life on the sea 
coast or among the hills. Nothing has been done by way 
of a really serious attempt to preserve the fine type cf 
people, mentally and physically, which the Highlands and 
Islands have hitherto possessed and produced. 


NURSING SERVICES 


20. Nursing services have been subsidized by the 
Highlands and Islands Grant with good results. On the 
whole, one may say that the nursing services now avail- 
able are good, and in some districts excellent. Queen’s 
nurses, who are specially trained for district duties by 
the Queen’s Institute of District Nursing, render in- 
valuable services all over the Highlands. All the High- 
lands and Islands counties are affiliated to the Queen’s 
Institute of District Nursing, Scottish Branch. Were it 
not for the grants allowed for nursing services by the 
Highlands and Islands (Medical Service) Fund, voluntary 
effort, even assisted by local authorities, would be unable 
to provide more than a partial service. Voluntary effort, 
assisted by the Department, has provided some Highlands 
and Islands district nurses with small cars, and lorg 
distances can now be covered with saving of time and 
energy. In some areas, however, more cars are required 
to make the service efficient. Motor cycles are not 
generally suitable for a nurse’s work. 


MATERNITY CASES 


21. Maternity cases are well looked after. Maternal 
mortality is small, puerperal fever is rare, and maternal 
morbidity is low. The women in the Highlands and 
Islands spring from a well-built healthy Northern stock, 
and a contracted pelvis, as a complication of labour, is 
almost unknown. There are, however, the usual compli- 
cations, including miscarriages and eclampsia, which give 
the doctor and nurse great anxiety. For some of these 
cases maternity beds ought to be available at every 
hospital, small and large. The danger to the mother who 
is far away from nurse or doctor is very great. A serious 
haemorrhage or eclampsia is a first-class emergency, and 
must be treated as such. Provision for treatment of 
such cases under proper surroundings ought to be made. 
No woman should be permitted to run the risk of a 
complicated labour far away from help. 


ScHOOL MEDICAL SERVICE 
22. The weak link in the service appears to be between 
the school medical officer and the family doctor. If 
pathological conditions discovered by the school medical 
officer could be referred to the family doctor as a matter 
of routine, the value of the school medical officer's service 
to the community would be greatly increased. 


AMBULANCE SERVICE 


23. Ambulance services have now been fairly well 
established in the Highlands and Islands. In some districts 
the service is available on payment of mileage fees. These 
fees are an undue burden on the people in the prescribed 
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classes who may require ambulance transport. In other 29. The Department has all along kept in view the 


districts the ambulance service is run entirely on a 
voluntary basis, the general public contributing the 
money and the service given free to all except well-off 
persons and public bodies. This has been carried out in 
at least two Highland counties. In one of these ambu- 
lance service has been worked on a voluntary basis for the 
last fifteen years, every district in the county contributing. 
The money is raised by means of concerts, dances, whist 
drives, dramatic entertainments, etc., and door-to-door 
collections. The latter are usually the most difficult to 
organize. Entertainments are very successful, providing 
the quid pro qua. So generous has been the response of 
the public in the county referred to that not only is the 
running of the motor ambulance fully maintained, but a 
depreciation fund has been formed, which provides a new 
ambulance wagon when required. There are still some 
districts where organization for the provision of an ambu- 
lance service is urgently required. The development of 
aerial transport is of special interest in the Highlands 
and Islands area. 


HosPiraL AND CONSULTANT SERVICES 

24. Considering the nature of the country one is dealing 
with in the Highlands and Islands, it may be said that 
hospital and consultant services are good. The work 
done in the various hospitals is good, and these institu- 
tions have now gained the confidence of the people. 

25. Surgical consultant (domiciliary) have 
proved of vaiue, and ought to be fully developed. In one 
county during the past eighteen months a surgical con- 
sultant service has been instituted by the Department of 
Health and the County Council conjointly. It provides 
surgical consultations (domiciliary) for public assistance 
cases, no fees being charged, and in the case of the 
prescribed classes at very moderate fees without any 
mileage charges. 

26. There is need for provision of medical consultants. 
At present the surgeon overshadows the physician, and 
especially in small hospitals it is difficult for ‘‘ medical *’ 
cases to gain admission for treatment. More beds are 
required in some of the smaller hospitals. 


services 


ADMINISTRATION OF THE HIGHLANDS AND ISLANDS 
MEDICAL SERVICE 


27. The administration of the Highlands and Islands 
Medical Service was in the hands of the Department 
during the early years of the Great War. When the war 
was in progress the difficulties of administration were 
great. The Highlands and Islands doctors found it no 
easy task to adapt themselves to the new conditions cf 
service under the Act. These matters, however, were 
dealt with in such a reasonable way by the Department 
that by the end of the war the administration of the Act 
was no longer a doubtful experiment. 

28. The medical officers have never been subjected to 
unnecessary official criticism in the performance of their 
duties. In order to do his work well a doctor requires 
a certain amount of freedom in his arrangements for con- 
ducting his practice, and in the administration of the 
service by the Department this fact has never been lost 
sight of. Any medical officer in the service has the 
privilege at all times of approaching the Department to 
discuss any question with reference to his practice, and 
any suggestions he may make with regard to his special 
circumstances, especially in the case of a poorer living, 
are carefully considered. 


special purpose of the Highlands and Islands (Medical 
Service) Grant Act, 1913, namely: ‘‘ improving medical 
service, including nursing service, in the Highlands and 
Islands of Scotland.’’ The handing over of the adminis- 
tration of the Act to local authorities would be a retro- 
grade step. ‘‘ Improving medical service '’ might come 
to read ‘‘ maintaining medical service,’’ or ‘‘ financing 
medical service,’’ a change which would lead to the 
destruction of much of the good work that has already 
been accomplished. 


HIGHLANDS AND ISLANDS MEDICAL SERVICE 
SUPERANNUATION 


30. Superannuation and retiring allowances for the 
Highlands and Islands Medical Service are urgently re- 
quired. The Dewar Committee in 1912 urged the neces- 
sity for such a scheme. The service is now well established 
and efficient. The work performed by most of the High- 
lands and Islands medical officers is almost all State work, 
Some of the medical officers have had to continue working 
at an advanced age in order to support themselves and 
their households. There is every reason why these medical 
officers should be reasonably superannuated at an age 
when retiral may be thought to be for the public good. 
For this purpose legislation would be required, and it is 
probable that a Bill to enable the Department to con- 
tribute towards a superannuation allowance would be 
sympathetically dealt with by Parliament. 


CONCLUSION 


31. The benefits conferred on the Highlands and 
Islands (Medical Services) Grants Acts are now recognized 
and appreciated by the people. 

32. The provisions made under the Acts for medical 
attention and treatment have been far-reaching. The 
terms of service for medical practitioners have been, and 
are, satisfactory, and have produced a contented _per- 
sonnel. Applicants for vacant medical Highlands and 
Islands posts are numerous and of good professional stand- 
ing. The officers of the Highlands and Islands Medical 
Service are fully aware of the advantages of the service, 
and are anxious to fulfil their obligations to the public 
and the Department. 

33. The recognition of the family doctor as the bedrock 
of the service is the principle on which the administration 
of the Acts is founded. On this foundation have beea 
built up the ancillary services which have been provided 
by, or assisted under, the Act—namely, nursing, hos- 
pitals, surgical consultant services, diagnostic facilities, 
laboratory service, telephone service, etc. At the same 
time the local authorities have developed a good public 
health service under their medical officers of health. 
Roads all over the Highlands and Islands have been 
reconstructed and improved, and means of communication 
have been greatly extended by road service. 

34. Further extension of certain services is _ still 
required. In areas which can be specified ambulance 
service at a reasonable figure is much required by the 
prescribed classes ’’ of the Act. Telephone extension 
is still required. Maternity beds ought to be provided at 
suitable centres, and arrangements made for treatment. 

35. It is important that the grants at present given 
to the medical officers should be left alone, as far as is 
consistent with the services rendered. The present method 
of computing such grants by the Department is recognized 
as sound and reasonable. 
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THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Certification of 


In a recent letter of complaint of faulty certification 
addressed to a large Insurance Committee, the secretary 
of an approved society presses for investigat‘on by the 
Medical Service Subcommittee, contending that a practi- 
tioner had misled the society by making an incorrect 
estimate of the period of pregnancy, with the result that 
the society had considerably over-paid sickness benefit. 
The argument of the society is that, under the regulations, 
the Medical Service Subcommittee must investigate any 
question raised by a society as to the action of a practi- 
tioner with regard to any meaical certificate. But the 
question surely must be one which prima facie indicates 
that there has been a breach of the certification rules. 
A reference to those rules shows that the practitioner must 
insert on the form “‘ a concise statement of the specific 
disablement by which in his opinion the insured person 
is at the time rendered incapable of work.’’ If, as in the 
present case, the practitioner has indicated (in addition to 
giving pregnancy as the cisabling condition) the period 
of pregnancy, and it is shown that he has made a wrong 
calculation, it is difficult to see where an action before 
the Medical Service Subcommittee may lie, especially 
under the rules as they at present stand. 

On the general question of a practitioner's responsibility 
in regard to certification, it has repeatedly to be pointed 
out to approved societies that what the coctor is putting 
his signature to is an expression of his ‘‘ opinion ’’ as to 
incapacity for work (‘‘in my opinion you were at 
the time of examination incapable of work by reason 
SER "). It would, of course, be open to a society 
to prove that there had been no examination of the 
patent which would justify the doctor in expressing an 
opinion ; but, subject to that, the Medical Service Sub- 
committee can clearly not go behind the doctor’s opinion 
or find him at fault because his opinion proved to be 
wrong. 

As most readers may be by this time aware, the 
quest‘on of certification in cases of pregnancy has been 
for some time past the subject of conference between 
representatives of approved societies and of insurance 
practitioners. The views which have been discussed and 
upon which a large measure of agreement has been reached 
are being la-d before the Ministry of Health in the hope 
that some general action may be taken. It seems to be 
common ground that a imedical certificate is insufficient 
for the purposes of payment of sickness benefit if it 
certifies incapacity on the ground of pregnancy, even with 
an ind.cation of the period of pregnancy. What is required 
is that, if the case is a normal pregnancy, the certificate 
should indicate not only the period of pregnancy, but the 
nature of the employment, so that it may show that the 
insured person would be precluded from continuing longer 
at work ; where the pregnancy is accompanied by some 
disabling associated condition, this also should be stated. 


The Insurance Practitioner’s Handicap 


In presenting a series of reports to the London Insur- 
ance Committee at its meeting last week, the chairman 
of the Medical Service Subcommittee, taking as the basis 
of his remarks passages in two of the reports, invited those 
people who are too ready to criticize freely the insurance 
medical service to bear in mind the plight of the unfor- 
tunate pract.tioner. 

In one case a patient who had removed outside the 
district (on the other side of a canal) in which the insur- 
ance practitioner was normally in practice, but who was 
still within the two-mile radius which is accepted in 
London as limiting the practitioner's contract, had taken 
no steps to get on to the list of another practitioner nearer 
home. There was no suggestion that he so valued the 
services of the first doctor that he wanted to remain on 
his l'st: it was mere neglige nee, and yet another illustra- 
tion of the importance of impressing upon insured persons 
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the fact that when peer remove sie: should tiie steps 
to get on the list of another doctor. In the case in 
question, the services of the practitioner were requisitioned 
when the insured person fell ill. It does not appear from 
the report that, when the doctor was applied to, he flatly 
refused to go ; he probably merely pointed out that the 
new address was outside his ordinary district and that it 
would be better to transfer to the list of another doctor 
unless the illness was really an urgent matter. This 
prompted the reflection in the course of the report that: 

“It goes without saying that a practitioner must not study 
his own convenience by failing to respond to a request from 
the patient for whose care he is responsible, even if he has 
the excuse which the practitioner concerned had in this case.”’ 

In another case, where a series of misdemeanours on the 
part of the practitioner resulted in a recommendation that 
the sum of £5 should be withheld from his remuneration, 
the Medical Service Subcommittee reflects as follows: 

‘““The attitude of mind of the practitioner throughout the 
case, beginning with a feeling of resentment on the occasion 
of the first application to him, is not what should be expected 
from a medical practitioner, and there was a failure on his 
part to observe that standard of treatment which is required 
and expected from insurance practitioners.’’ 

The chairman, in the-course of his remarks to the London 
Insurance Committee, accordingly drew attention to the 
fact that an insurance practitioner must not study h’'s 
own convenience when the terms of his contract require 
something admittedly inconvenient to him ; nor must he, 
when the insured person is behaving rather badly, indulge 
in the luxury of feelings of resentment to the extent of 
refusing to do certain things forming part of his contract. 
In both these respects he is under a handicap as compared 
with his relations to his private patients. 


SICKNESS AMONG INSURED PERSONS IN 
SCOTLAND 


A report on incapacitating sickness in the insured popula- 
tion of Scotland has just been issued by the Department 
of Health, for the year July, 1932, to June, 1933.' This is 
the third annual report on this subject, and is based on 
information taken from medical certificates furnished to 
the approved societies. The total number of working days 
lost through sickness in the year was 18,349,318, which 
is equivalent to ten Cays per person per annum. The 
number of days of sickness per person was greater in 
females than in males, and in married than in single 
women. The volume of sickness continued to rise, the 
increase being 10 per cent. as compared with that for 
1931-2, and 8 per cent. as compared with that for 1930-1. 
About 30 per cent. of the total increase was attributed 
to influenza. There was an increase also in the incidence 
of tuberculosis, and in ill-defined conditions such as 
neurasthenia, disordered action of the heart, and tachy- 
cardia, which were attributed to the continuance of the 
economic depression. The chief cause of incapacitating 
sickness was found in the respiratory diseases, which 
accounted for 45 per cent. of all certification. The next 
in importance were: rheumatic conditions, 10.4 per cent. ; 
digestive disorders, 9.8 per cent. ; and accidents, 8.1 per 
cent. With regard to the influence of age upon sickness 
in males the rates at the several age periods did not 
differ much from the general average except at the periocs 
30 to 40 and over 55, in both of which the frequency of 
incapacity was definitely raised. In females the incidence 
of sickness started at 226 per 1,000 under 20, and reached 
a maximum of 283 per 1,000-between 20 and 25, Cceclining 
to a minimum at 40 to 45 years. In both sexes the length 
of sickness per person increased steadily wth advancing 
age, for in men under 20 the average of 4.3 days lost was 
less than half the duration for men generally, and after 
55 years the number of days of sickness was in excess of 
the average. The counties showed a slight excess over 
burghs in the incidence of sickness ; on the other hand 
the burghs had a higher number of days of sckness per 
person. The mining areas of East Lothian, Mid- Lothian, 


1 HM. Stationery Office, 120, George Street, Edinburgh. (9d.) 
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Stirling, Fife, and West L@thian had the highest incidence 
for the two sexes. As in the previous years, the north 
of Scotland showed the lowest incidence, the south came 
next, while the middle, industrial region showed the 
highest. The respiratory group of diseases cost the 
national health insurance funds £515,000 ; the rheumatic 
group, £235,000; digestive disorders, £180,000 ; circu- 
latory disorders, £140,000 ; and disorders of the nervous 
system, £125,000. The total cost of sickness was approxi- 
mately, £1,815,000. 


DISPENSING DOCTORS AND DRUGS FOR 
TUBERCULOUS PATIENTS 

The Rural Practitioners’ Subcommittee of the Insurance 
Acts Committee, at its recent meeting, expressed the 
opinion that the attention of rural practitioners be drawn 
to the fact that insurance practitioners who dispense for 
their insured patients may order, on a prescription form, 
such drugs as are necessary for the treatment of a patient 
notified as suffering from tuberculosis, even if the patient 
is one in respect of whom the practitioner is normally 
required to supply all drugs. 


COTON HILL MENTAL INSTITUTION, 
STAFFORD 


DISMISSAL OF A MEDICAL OFFICER 


at the Coton Hill Mental Institution which have cul- 
minated in the termination of the appointment of an 
assistant medical officer (Dr. A) without proper inquiry. 
On August 3rd, 1933, an emergency meeting of the com- 
mittee of this institution was held to hear the appeal of 
the medical superintendent against a resolution previously 
passed by the General Committee calling for his resigna- 
tion. At this emergency meeting the resolution calling 
for the resignation of the medical superintendent was 
suspended and a subcommittee set up to investigate the 
whole position. In its subsequent investigations this 
subcommittee was assisted by the solicitor to the institu- 
tion, who had presented the appeal of the medical super- 
intendent at the August meeting. It is unnecessary to 
describe the work of this subcommittee, except to say 
that at no time was any charge levelled against the 
assistant medical officer, and that it was set up to 
investigate allegations of a different kind against another 
officer. 

Dr. A was requested to attend a meeting of this sub- 
committee and did so accompanied by his solicitor. 
Certain vague charges were preferred against Dr. A by 
the committee's solicitor. No previous notice was given 
to Dr. A of the matters alleged against him, and no 
opportunity was afforded him to prepare his reply to these 
matters of criticism or to call evidence in rebuttal. No 
evidence was called in support of these accusations put 
forward at this meeting by the solicitor. Despite protest 
by Dr. A’s solicitor no opportunity was afforded him of 
dealing with these matters subsequent to this meeting. 

At the full committee meeting which followed neither 
Dr. A nor his advisers were allowed to attend. Imme- 
diately afterwards Dr. A received a letter stating that 
unless he tendered his resignation notice terminating his 
appointment would be given him. In a letter to Dr. A 
terminating his appointment it was stated that ‘‘ the 
General Committee have decided to make certain altera- 
tions and changes in the conduct and management of the 
institution which involve, among other matters, the 
termination of your engagement as one of the medical 
officers.”’ 

Dr. A consulted the Medical Defence Union, which, 
through its solicitors, sent letters to all the members of 
the committee emphasizing the injustice to Dr. A and 
pressing for a full and impartial inquiry into the whole 
circumstances. 


Coton Hill Mental Institution, Stafford 


SUPPLEMENT to ree 
Brittsh Mepicat Journas 


The Medical Secretary of the British Medical Associa- 
tion addressed the following letter to the clerk of Coton 
Hill. 


““T have a letter of April 24th from Messrs. X, solicitors, 
in reply to my letter of March 28th addressed to you. After 
a careful examination of the circumstances antecedent and 
subsequent to the termination of Dr. A’s appointment I am 
bound to regard the letter of January 23rd, 1934, signed by 
the chairman and addressed to Dr. A, as who'ly unsatisfactory, 

‘“T desire to press on behalf of this Association for a full 
and impartial inquiry into the whole position. Considerable 
apprehension exists in the minds of the medical profession 
of the area concerning the way in which certain charges were 
preferred against Dr. A without previous notice to him and 
without attording him an opportunity of preparing replies 
or calling evidence in rebuttal. The Association does not 
desire at this stage to make any comment on recent events 
and controversies at the Institution, but it does desire, never- 
theless, to express its dismay that, in the light of current 
events at the Institution, Dr. A’s appointment shculd have 
been terminated without full and impartial inquiry. 

“T urge your committee to reconsider the position and at 
this late stage to institute an inquiry and thus allay the 
apprehension that the action of your committee has caused,” 


The following reply was received from the chairman 
of the Management Committee of the Institution on 
May 9th: 


“Your letter of 3rd inst. addressed to the Clerk of the 
Management Committee has been handed to me, as chairman, 
to deal with. At the last meeting of the committee your 
former letter and also a practically similar letter written by 
the solicitors to the Medical Defence Union to each member 
of my committee individually were read, and also a reply 
by a member of the committee to the solicitors to the 
Medical Defence Union. 

‘* My committee are of opinion that the first thing they have 
to consider is the welfare of the institution ; and after full 
deliberation and acting within their legal rights they came 
to the unanimous decisions recorded in the minutes, which 
they are not prepared to revise and which must be accepted 
as final. 

‘At the meeting resentment was expressed that outside 
parties acting without full and impartial information should 
seek to impose their views and to dictate to the committee 
on a matter which has had their most careful and con- 
scientious consideration.”’ 

At a special meeting of the North Staffs Division of the 
British Medical Association called in Stafford, unanimous 
resolutions were passed expressing the view that Dr. A 
had been unfairly treated, and urging upon the Central 
Council of the Association the desirability of representing 
to the Ministry of Health and the Board of Control the 
urgent necessity for holding an inquiry. 

The solicitors to the Medical Defence Union have inter- 
viewed officials of the Board of Control, who stated that 
it has no power to hold an inquiry unless definite charges 
are made that the interests of patients are prejudiced by 
the events in question. 

To sum up: 


1. It appears that the appointment of this officer was 
terminated immediately after the report of a subcommittee, 
set up to inquire into allegations of an entirely different kind 
against another officer, was presented. 

2. Dr. A, although questioned on certain vague charges, 
was given no opportunity of rebutting them cr calling evidence 
in rebuttal. 

3. The full committee asked for this officer's resignation 
at a meeting to which neither Dr. A nor his advisers were 
admitted, and at which Dr. A had no opportunity whatsoever 
of rebutting allegations made against him. 

4. The committee of Coton Hill Institution declines to 
give Dr. A an opportunity of knowing what is alleged against 
him and of replying to such allegations. 

Without expressing any views whatsoever on the merits 
or demerits of recent controversy at the Coton Hill Mental 
Institution, it must be said that an officer with fourteen 
years’ service to this hospital has been dismissed without 
proper and fair inquiry, despite the protest of the British 
Medical Association and the Medical Defence Union. It 
is difficult to escape the view that he has been made the 
scapegoat of an entirely different dispute, and that the 
committee of this hospital has strong reasons for opposing 
an impartial inquiry. 
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Notices of Motion for 


SUPPLEMENT to tHe 21 
British Mepircat JOURNAL 


Meetings of Branches and Divisions 


Berks, Bucks, AND OxFoRD BRANCH: BUCKINGHAMSHIRE 
DIvIsIoNn 


The annual meeting of the Buckinghamshire Division was 
held at Aylesbury on May 18th, when it was reported that 
the ante-natal scheme proposed by the practitioners of the 
county had been approved in general by the county medical 
officer of health, and would be placed before the county 
council in the near future. 

The SECRETARY read the annual report and balance sheet. 

The following officers were elected : 

Chairman, Dr. T. W. S. Paterson. Vice-Chairman, Dr. C. H. 
Wood. Secretary and Treasurer and Golf Secretary, Dr. P. B. 
Atkinson. Representative in Representative Body, Dr. S. P. 
Huggins. Charities Secretaries, Drs. S. P. Huggins and L. W. 
Reynolds. 


DERBYSHIRE BRANCH: BuxTON Division 


The annual general meeting of the Buxton Division was held 
at Devonshire Hospital on May 15th, when Dr. C. W. Buckley 
was elected chairman for the ensuing year, and the honorary 
secretary and members of the Executive Committee were 
re-elected. The Secretary presented the accounts of the 
annual ball in aid of medical charities, and reported that 
the sum of thirty guineas had been forwarded to the Medical 
Secretary. 

Dr. F. R. FerGuson (Manchester) gave an interesting and 
comprehensive address on ‘‘ Headaches and their Differential 
Diagnosis and Treatment.’’ After a discussion Dr. T. FENTEM, 
in proposing a vote of thanks, congratulated Dr. Ferguson 
on his recent election as F.R.C.P. 


Essex BRANCH 


The annual general meeting of the Essex Branch was held at 
Southend on May 23rd. After lunch a business meeting was 
held, at which the following officers were elected for 1934-5: 

President, Dr. A. W. Holthusen. President-Elect, Dr. A. S. 
David. Vice-Presidents, Dr. J. Lansdowne Perceval and Dr. E. P, 
Dickin. Secretary and Treasurer, Dr. J. Reid Moir. 

Sir Wittiam I. pe Courcy WHEELER gave a lecture on 
“Some Surgical Impressions.’’ He described in detail his 
own method of giving intravenous and subcutaneous dextrose, 
demonstrating the special needles employed ; he recommended 
a 2 per cent. solution. Next he demonstrated different types 
of head and inspection lamps. The treatment of ileus follow- 
ing a simple operation was described, as also were the uses of 
suction apparatus in modern surgery. 

Many questions were asked by members, and on the motion 
of Dr. PercevaL, seconded by Dr. Dickin, a hearty vote of 
thanks was accorded Sir William for his address. 


GIBRALTAR BRANCH 


A meeting of the Gibraltar Branch was held in the Branch 
Room on May 23rd, when Dr. J. A. Durante was in the 
chair and cight members were present. 

Dr. J. J. Grratpi read a paper on ‘‘ The Diagnosis of Early 
Rheumatic Carditis."’ He divided rheumatic fevers into the 
following groups: (1) tonsillitis, arthritis, pains in the limbs, and 
carditis ; (2) chorea, with or without carditis ; (3) fulminating 
type with hyperpyrexia, vomiting, diarrhoea, and very severe 
carditis ; (4) an insidious group, with wasting, anaemia, 
muscular pains, epistaxis, epigastric pains, and slight fever ; 
(5) cardiac disease as the only manifestation. He gave in 
great detail the early physical signs of rheumatic carditis, 
and said that the most important factor was the myocardium, 
and that the damage done to the valves, pericardium, etc., 
was of secondary importance. Up to the present, he said, 
electrocardiography had not proved of use in the early 
diagnosis of carditis. 


KENYA BRANCH: MOMBASA DIVISION 


A meeting of the Mombasa Division was held at the Native 
Civil Hospital on May 14th, when Dr. S. D. Karve was in 
the chair and three members were present. 

A letter was read from the port manager, Kenya and 
Uganda Railways and Harbours, regarding instructions in 
first-aid services to the injured at Mombasa for Kenya and 
Uganda Railways and Harbours staff. All the members 
present volunteered their services to deliver lectures on first- 
aid services to the railways and harbours staff. 

At the request of Dr. James H. Sequeira, chairman of the 
editorial committee of the East African Medical Journal, it 
was agreed to send henceforth a short account of meetings 
for publication in the columns of that journal. 


NOTICES OF MOTION FOR THE ANNUAL 
REPRESENTATIVE MEETING, BOURNE- 
MOUTH, JULY, 1934 


STANDING ORDERS 


By Bricuton: That Standing Order 1 relative to business 
at Representative Meetings (Doc. A.R.M. 5) be amended 
by the addition, at the end, of the following words: 
“Provided always that should motions referred to in Standing 
Order 1 (ix) not have been previously dealt with they shall be 
considered as first business on the last day of the Representative 
Meeting after approval of the Minutes of previous day's meeting. 


ASSOCIATION FINANCE 


By Kensincton: That, in view of the warning given by 
the Treasurer to the Council on April 4th, 1934, and 
reported in the Supplement to the British Medical Journal 
of April 14th, 1934 (pp. 145 and 146), the Council should 
issue, for the information of members, a statement of the 
commitments referred to and how they are to be met. 


‘“ SECRET REMEDIES ”’ 


By KensincTon: That, in the interests of the medical 
profession a serious effort be made by the Association to 
republish an up-to-date edition of Secret Remedies, and 
that the book be republished every four or five years. 


LocaL SupPORT FOR ASSOCIATION’S POLICY 


By Bricuton: That (with reference to para. 49 of the 
Annual Report of Council) while recognizing the :timu- 
lating effect to the Divisions and Branches of the biennial 
visit from Headquagters Staff, the Representative Body 
is of opinion that better results will be obtained — by 
gradually introducing as found desirable trained clerical 
assistance, by the aid of which the policy of the Associa- 
tion may be actively promulgated with a view to its 
being approved of and adopted by the profession and 
laity. 

British MepicaL JOURNAL ”’ 

By Torouvay: That (with reference to para. 50 of the 
Annual Report of Council) the Council be asked to con- 
sider the advisability of publishing, in addition to the 
Epitome, an article on recent advances in some special 
subject at least once a month. 


MEDICAL EDUCATION 


By Torquay: That (with reference to para. 65 of the 
Annual Report of Council) para. 20 of the Report of 
the Committee on Medical Education be referred back 


to the Council. 


Etruics oF MEDICAL CONSULTATIONS, ETC. 

By Torquay: That (with reference to para. 66 of the 
Annual Report of Council) in the title as given in 
Appendix IV, the word ‘‘ Recommendations ’’ be used 
instead of the word ‘‘ Rules.’ 


OTHER INTRAPROFESSIONAL OBLIGATIONS IN 
PRIVATE PRACTICE 


By Kenstncton: That Appendix IV, II, para. 1, line 2 
of the Annual Report of Council be amended by the 
substitution of the words ‘‘ has reason to believe ’’ for 
the word ‘‘ believes.”’ 


Law RELATING TO ABORTION 


By Bricuton: That (with reference to para. 149 of the 
Supplementary Report of Council) the recommendation 
be amended by the addition of the words ‘‘ if and when 
the Government decides to set up a committee to examine 
the various relations of the practice of abortion.’”’ 


By Warrincton: That the following words be added 
to the Recommendation contained in para. 149 of the 
Supplementary Report of Council: 

‘especially with regard to their: place in forensic and 
preventive medicine.”’ 


the A.R.M. i 
RNAP 
itors, 
After 
t and | 
I am 
ed by 
ctory. 
a full 
erable | | 
ession | 
were 
1 and | 
eplies | 
not | 
‘vents 
1ever- 
irrent 
have 
nd at | 
y the | 
sed.”’ 
rman | 
on | 
f the | 
man, | 
your 
mber | 
reply 
» the | 
have | 
r full 
came} | 
vhich 
itside 
1ould 
ittee 
con- | 
f the | 
nous | 
r. A 
ntral 
iting | 
the 
| 
iter- | 
that | 
ges | 
| by | 
was | 
ttee, 
kind | 
ence | 
ition 
were _ 
ever | 
; to 
Linst 
| | 
rits | | 
ntal_ | 
teen 
out 
tish 
It 
the 
the 
sing 


22 Jury 7, 1934] 


MEMORANDUM OF RECOMMENDATIONS AS TO SALARIES OF 
WHOLE-TIME MEpICAL OFFICERS 

By Tunsripce Wetts: That, whilst congratulating the 
Council on the success of its negot'ations as reported in 
para. 153 of the Supplementary Report of Council, the 
attention of the Council be drawn, with a view to suitable 
action being taken, to the position which is developing 
whereby medical officers of health and their assistants 
are being appointed as such whilst their salaries upon the 
scale agreed upon between the British Medical As:ocia- 
tion, the Society of Medical Officers of Health, and the 
Ministry of Health and other bodies for these posts are 
being arrived at by these medical officers being appointed 
as medical officers also to clinics, schools, police, fever 
hospitals, etc., such action being contrary to the spirit 
aud intention of that agreement, and also constituting 
further encroachments on the legitimate practice of private 
medical practitioners. 


Venereat Diseases Ciinics or Local AUTHORITIES 

By Kensincron: That (with reference to para. 81 of 
the Annual Report of Council) while agresing with the 
Council that the proposed institution of separate sessions 
for contributing patients is open to objection, it is the 
opinion of the Representative Body that the principle of 
payment for services rendered should be encouraged. 


APPOINTMENT OF WHOLE-TIME MATERNITY AND CHILD 
WELFARE OrFicer TO A LonpoN BorouGH 

By Kenstncron: That (with reference to para. 89 of 
the Annual Report of Council) when the representatives 
of the profession place their opinions officially before a 
local authority on any proposed scheme of medical survey 
or inspection and treatment, and the local authority docs 
not afford facilities for those opinions to be officially 
discussed between the representatives of the profession 
and the local authority, any advertisement submitted by 
the local authority, under the scheme proposed by them, 
should be refused publication in the Journal and an 
Important Notice should be inserted. 


PROVIDENT SCHEMES FOR MIDDLE-CLASS PERSONS 


By Bricuron: That (with reference to para. 114 of the 
Annual Report of Council) the British Medical Association 
cannot approve any legislation or schemes, whether based 
on such legislation or not, having reference to paying 
patients, which could limit the medical attendance given 
at voluntary hospitals for members of the middle class 
under provident schemes to members of the medical 
staffs alone and which would render it impossible for a 
board of management of a hospital to allow paying 
patients to engage a private medical practitioner, not on 
the staff, as their medical attendant, either alone or in 
conjunction with a member of the visiting medical staff. 


By Bricuton: That the Council be instructed to draw 
the attention of the Minister of Health, the Charity Com- 
missioners, King Edward's Fund, the Voluntary Hospital 
Association, and other bodies concerned to the above 
resolution ; and to take all possible steps in order to 
obtain amendments in proposed legislation and schemes 
to meet the conditions outlined therein. 


By Kenstncton: That (with reference to para. 114 of 
the Annual Report of Counci!) while approving the recom- 
mendation on Provident Schemes for Middle-Class Persons, 
it is the opinion of the Representative Body that such 
schemes should be initiated only as part of a comprehen- 
sive scheme which makes adequate provision for general 
practitioner advice and treatment. 


Mopet Hosprrat Form ror Use By PRACTITIONERS WHEN 
REFERRING Patients TO 
By Kensincton: That the Association draw the atten- 
tion of hospital staffs to the advantages of the adoption of 
such a form as that suggested in para. 118 of the Annual 
Report of Council. 


Notices of Motion for the A.R.M. 


SUPPLEMENT To Tre’ 
British Mepicat JourNaL 


Correspondence 


UNQUALIFIED PRACTICE 

Sik,—The time is long overdue when the British medical 
profession is justified in asking for an official detinition of the 
privileges of medical qualification. It must ask collectively, 
as most ot us do individually, What is the advantage, other 
than moral, of gaining a_ registrable qualification before 
commencing practice? We of the profession who enter it 
with high motives, but also with a necessity to live, must 
now examine the position of the person who, for whatever 
reason, commences to treat the sick in an unqualified but 
seemingly authorized manner. 

I should like to recall and criticize the present legal diffi- 
culties in the path of the herbalist, physio-medical practi- 
tioner, or other unqualified person of any sort in this country. 
In the first place, none whose name does not appear in the 
current Medical Register is permitted to describe himself in 
a manner which will lead the public to believe that he is 
registered with the General Medical Council. This obviously 
can be driven through with a carriage and four, as not one 
person in fifty understands our foolishly complicated degrees 
and diplomas. If the quack puts on his plate ‘* Dr. A— B—” 
and adds ‘‘ M.D. (U.S.A.),”’ ete., apparently he is beyond 
the reach of the law. Secondly, he may hold no _ official 
medical appointment. Why should he wish to do so when 
he will make a fat living from private work? Thirdly, he 
may sign no official certificate. He has no necessity to do 
this, because the blissfully ignorant qualified man_ usually 
does it, being quite unaware that the patient is going to the 
quack. This is particularly common in the case of national 
health insurance certiticates of incapacity for work. Fourthly, 
an unregistered person may not sue in a court of law for 
his fee. The only aspect of this which concerns him is that 
it provides an excellent excuse for getting cash “‘ on the nail.” 
Finally, if the patient of the quack should die before he is 
referred back to his qualified doctor, the quack must face 
a coroner's court. This, far from being the ordeal one might 
suppose, has become, I should imagine, a pleasure and a 
lucrative advertisement. For the interpretation of the law 
seems to be that the quack has no responsibility in the matter, 
for no knowledge and skill are expected of him ; and that 
the responsibility rests solely with the ignorant, unhappy 
patient who did not realize any difference between the 
“specialist ’’ and a qualified man. In a case some months 
ago a quack who had lost a child’s life from a_ surgically 
curable ailment was found by the coroner’s court to have 
no criminal responsibility. Further, the coroner, in_ his 
remarks, launched a diatribe against qualified doctors, and 
showed all too plainly his sympathy with the quack. 

The advantage that the quack possesses, of course, is his 
freedom to advertise himself, directly and indirectly, and to 
make false claims. This applies also to the patent medicine 
vendor, whose advertisements fill so many columns of popular 
newspapers with ‘‘ miracles,’’ his pockets with money, and 
the public with inappropriate medicaments. What has 
happened to the Parliamentary Bill which proposed to limit 
this? Under the Dentists Act of 1921 the registered dentist 
now has the sole monopoly of dental practice. Is the aching 
tooth more dangerous than an empyema? Why is the public 
not allowed to go to a blacksmith to have its dentures 
made when it can go to the grocer to have its broken 
limbs set ? 

We owe the public a duty, and a great one, but the public 
owes us a greater one—that of its trust. It owes us adequate 
legislation to protect itself and us, and we must take the 
initiative in securing that legislation. We shall have to 
fight money and power and vested interest, fer quackery is 
a paying game; but if we can for once sink local jealousies 
and quarrels, we can achieve anything. The British Medical 
Association and the local medico-ethical societies would find 
here a task worthy of accomplishment, and to them in par- 
ticular I appeal. Let us demand at least that a Royal 
Commission be appointed to inquire into all forms of une 
qualified practice. Let us assert for once the power and the 
dignity which should be ours.—I am, etc., 


Leyland, Lancs, June 23rd, Harotp T. Cank, M.B., Ch.B. 
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Association Notices 


SUPPLEMENT to tHe 23 
British Mepicat JouRNAL 


Naval and Military Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commander A. W. Gunn to the Sussex on recommis- 
sioning. 

surgeon Lieutenant Commander D. A. Newbery to the Victory, 
for Haslar Hospital. 

Surgeon Lieutenants J. G. Slimon to the Vernon; D. D. Steele- 
Perkins to the Gnat; A. D. Hepburn to the Victory, for Royal 
Naval Barracks ; S. H. R. Price to the Exeter; H. E. B. Curjel 
to the Drake, for Royal Naval Barracks, Devonport; H. A. Clarke 
to the Victory, for Royal Naval Barracks, Portsmouth; F. H. 
Ward to the Sussex, on recommissioning. 

Surgeon Lieutenant (short service) C. D. D. de Labilliere is 
—_ to the permanent list, with original seniority of October 
Ist, . 

Royat Navat Votunteer RESERVE 

Surgeon Lieutenant J. F. Heggie’s appointment to the Leander 

has been cancelled. 


ROYAL ARMY MEDICAL CORPS 


Captain D. K. Weston relinquishes his temporary commission. 

The following short service commissions are announced. To be 
Lientenants (on probation): A. G. D. Whyte (from R.A.M.C. T.A., 
supernumerary for service with O.T.C.), . O'Driscoll, 
A. MacLennan, J. Morgan, R. A. Stephen, K. H. Clark, M. J. 
Horgan (seconded under the provisions of Article 213, Royal 
Warrant for Pay and Promotion, 1931), W. M. E. Anderson, H. B. 
Wright, J. Boyle, R. H. Foster, J. S. Ruddell, A. L. Pennefather, 
D. T. Swift, F. E. Buckland, J. H. J. Crosse, E. H. P. Lassen, 
R. S. Vine, I. Buchanan, J. E. Jameson, M. W. Allen, W. T. 
Bermingham. 


SUPPLEMENTARY RESERVE OF OrFiIcers: ARMY 


Mepicat Corps 
C. M. Fraser to be Lieutenant. 


ROYAL AIR FORCE MEDICAL SERVICE 


a Lieutenant D. Loughlin is transferred to the Reserve, 
Ss 


PRESENTATION TO DR. STANLEY HODGSON 


There was a very pleasing ceremony in the Library, Peel 
Park Museum, Salford, on June 27th. The medical practi- 
tioners of that city, at an informal At Home held for the 
purpose, presented Dr. Stanley Hodgson, the chairman of the 
Panel Committee, with an illuminated scroll, enclosed in a 
silver casket of very original design, as a mark of their 
appreciation of his services in medico-politics. Dr. Giles, the 
superintendent of Hope Hospital, was in the chair, and the 
presentation was made by Dr. Bradley, the doyen of the 
medical service. Both speakers were very appreciative of Dr. 
Hodgson’s services to the medical profession both before and 
after the inauguration of national health insurance. The text 
of the inscription on the scroll is as follows: 


“To Stanley Hodgson, J.P., M.D., B.S.Lond., M.R.C.S., 
L.R.C.P. We the undersigned members of the Salford 
Medical and Panel Committee and of the body of Practitioners 
in the City of Salford, desiring to place on record your long 
and sustained services in their interests, present to you this 
casket as a symbol of their gratitude. We include in those 
services your able Chairmanship of the Panel Committee 
which, combined with your membership of the Insurance 
Committee since its inception, succeeded in establishing such 
mutual confidence between the two bodies that all friction 
has ever been avoided. Prior to this you sacrificed both time 
and comfort on our behalf when you served for a year on the 
State Sickness Insurance Committee of the B.M.A. In 1910 
you created the Salford Medical Union through your own 
instrumentality and personal advocacy. This became a most 
successful instrument for the promotion of social intercourse 
between all practitioners and later a powerful weapon for the 
securing of the concessions which Manchester and_ Salford 
received from the Government on the initiation of National 
Health Insurance. Lastly you have upheld the traditional 
willingness of our profession to take its due part in civic 
service by accepting an invitation to serve on the Education 
Committee of this City and subsequently by occupying the 
Chairmanship of the Board of Governors of the Royal 
Technical College. We pray for your continued health and 
strength to carry on your good work.”’ 


And then follow the signatures of eighty-two fellow practi- 
tioners. 


Association Notices 


BRANCH AND DIVISION MEETINGS TO BE HELD 


Dorset anp West Hants Branco: West Dorset Division. 
—At King’s Arms Hotel, Dorchester, Monday, July 16th, 
8 p.m. Annual meeting. Election of officers. Discussion on 
Annual and Supplementary Reports of Council, etc. 


Kent BRANCH: ROCHESTER, CHATHAM, AND GILLINGHAM 
Diviston.—At Bull Hotel, Wednesday, July 11th. Discussion 
of proposed new ethical rules with Dr. Robert Forbes (Deputy 
Medical Secretary). Dinner at 7.45 p.m. 

METROPOLITAN COUNTIES BrRaNcH: City Driviston.—At 
Metropolitan Hospital, Kingsland Road, E., Friday, July 
13th, 4.30 p.m. Mr. R. J. McNeill Love: Surgical cases. 

METROPOLITAN CouNTIES BRANCH: HAMPSTEAD DIvision.— 
At Hampstead General Hospital, Thursday, July 12th, 8.30 
p-m. Discussion on Supplementary Report of Council. 
Instructions to representatives. 


METROPOLITAN COUNTIES BRANCH: KENSINGTON DIVISION.— 
At St. Mary Abbots Hospital, Marloes Road, W., Tuesday, 
July 17th, 8.45 p.m.. Dr. Percy B. Spurgin: ‘ The Medical 
Man in the Witness-box.’’ 

Nortu oF ENGLAND Brancu.—At Northumberland Golf Club, - 
Gosforth Park, Thursday, July 12th, 12.15 p.m. Annual 
meeting ; luncheon at invitation of Mr. F. C. Pybus; golf 
competition for cup presented by Dr. D. F. Todd. 

NortH oF ENGLAND BRANCH: NEWCASTLE-UPON-TYNE 
Diviston.—At 7, Windsor Terrace, Newcastle-upon-Tyne, 
Tuesday, July 10th, 8.30 p.m. Annual meeting. Election of 
officers, etc. 

SouTH-WESTERN BRANCH: ExXeTER Diviston.—At Royal 
Devon and Exeter Hospital, Thursday, July 12th, 3.30 p.m. 
Discussion on Annual Report of Council, and instructions to 
representative. 

SuFFOLK BRANCH: SouTtH SuFFOoLK Drviston.—At East 
Suffolk and Ipswich Hospital, Friday, July 13th, 3.30 p.m. 
Instructions to representatives, etc. Mr. R. Charles: Demon- 
stration of cinematograph films on the technique of partial 
gastrectomy and hysterectomy. 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 
TAVISTOCK SQUARE, W.C.1 


Departments 

Susscriptions AND ADVERTISEMENTS (Financial Secretary and 
Business Manager. Telegrams: Articulate Westcent, London). 
MepicaL Secretary (Telegrams: Medisecra Westcent, London). 
Eprror, British Mepicat Journat (Telegrams: Aitiology Westcent, 

London). 
Telephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, four lines). 


Scottish Mepicat. Secretary: 7, Drumsheugh Gardens, Edin- 
burgh. (Telegrams: Associate, Edinburgh. Tel.: 24361 
Edinburgh.) : 

Irish Mepicat Secretary: 18, Kildare Street, Dublin. (Tele- 
grams: Bacillus, Dublin. Tel.: 62550 Dublin.) 


Diary of Central Meetings 


JOLY 
6 Fri. Fractures Committee, 2 p m. 
23 Mon. Council—Council Chamber, Town Hall, Bournemouth, 9a.m. 
25 Wed. Council—Council Chamber, Town Hall, Bournemouth, 9 a.m. 
SEPTEMBER 


27 Thurs. Medical Students and Newly Qualified Practitioners Sub- 
comnnittee, 3.30 p.m. 


TABLE OF DATES 


July 20, Fri. Annual Representative Meeting, Bournemouth. 
July 21, Sat. Annual Representative Meeting, Bournemouth. 
July 23,Mon. Annual Representative Meeting, Bournemouth. 


. Annual Representative Meeting; Annual General 
Meeting; President's Address, Bournemouth. 


ly 25, Wed. Conference of Honorary Secretaries, Bournemouth. 
aed Meetings of Sections, etc., Bournemouth. 


y 26, rs. Meetings of Sections, etc., Bournemouth. 
ea Annual Dinner of the Association, Bournemouth. 


July 27, Fri. Meetings of Sections, etc., Bournemouth. 
G. C. ANDERSON, 
Medical Secretare. 
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DIARY OF SOCIETIES AND LECTURES 
Pappincron Mepicat Socirery.—At Great Western Royal Hotel, 
Paddington, W., Tues., 9 p.m. Professor C. A. Pannett; Minor 
Operative Surgery. 
Mepicat Society or Inpivipvat Psyenorocy.—At Florence 
Restaurant, W., Thurs., 7.30 p.m. Annual General Meeting. 


POST-GRADUATE COURSES AND LECTURES 

or Mepicine anp Postr-Grapuate Mepicat Association, 
1, Wimpole Street, W.—Hospital for Diseases of the Skin, 
Blackfriars Road, S.E.: Afternoon Course in Dermatology. 
All Saints’ Hospital, Austral Street, S.W.: Afterncon and Evening 
Course in Urology. West Erd Hospital for Nervous Diseases, 
In-patient Department, Gloucester Gate, N.W.: Tues., 8.30 p.m., 
Demonstration on the Fundus Oculi by Mr. R. Lindsay Rea 
(specially suitable for M.R.C.P. candidates). Medical Soctety of 
London, 11, Chandos Street, W.: Tues., 2.30 p.m., Lecture- 
Demonstration by Dr. Clark-Kennedy. National Temperance 
Hospital, Hampstead Road, N.W.: Sat., 3 p.m., Lecture- 
Demonstration by Dr. W. J. O'Donovan on Dermatological Cases 
Panel of Teachers: Individual clinics in various branches of 
medicine and surgery are available daily. 

SoutH-Wesr Lonpon’ Post-Grapuate Association, St. James's 
Hospital, Ouseley Road, S.W.—Wed., 4 p.m., Mr. Geoffrey Viner, 
Common Diseases of the Eve. 

Liverroot Universtry Scuoor Anrr-Natat Cirnics.—Roval 
Infirmary: Mon. and Thurs., 10.30 a.m. Maternity Hospital: 
Mon., Tues., Wed., Thurs., and Fri., 11.30 a.m. 


VACANCIES 

ADELAIDE, SouTH AUSTRALIA.—University and Hospital: Bacteriologist. 
BIRKENHEAD COUNTY BorouGcu.—Resident A.M.O. (male, unmarried). 
BIRMINGHAM: GENERAL Hosprrat, —Visiting Gynaecological Registrar. 
BIRMINGHAM AND MIDLAND Eye Hosprran.—Third ILS. 

BIRMINGHAM: QUEEN'S HosprraL.—Resident Medical Registrar. 
BristoL: CoOssHAM MEMonIAL HosprraL, Kingswood.—Second R.M.O. 

Royan INrinMary.—(1) Three H.P. (2) Four ILS. (3) HS. to 
Ear, Nove, and Throet Denartment. (4) HLS. to the Gynaecological and 
Skin Departments. (5) Obstetric H.S. (6) Casualty HLS. (7) HLS. to 
the Ophthalmic Department and to the Junior Assistant Surgeon. 

BUXTON : DEVONSHIRE ROYAL H.P. (male). 

CAMBRIDGE: ADDENBROOKR'’S HospiraL.—(1) HLS. (2) Resident Anaes- 
thetist and Emergency Officer, Mates, unmarried, 

CHESTERFIELD AND NortTH (male). 

: ROYAL EASTERN COUNTIES’ INSTITUTION FOR THE MENTALLY 
DErECTIVE.-Medical Superintendent for Branch at Witham. 

CONNAUGHT LliosPIrTAL, Walthamstow, E.—(1) H.-P. (2) Males, 

DARLINGTON : MEMORIAL HosprraL.—Two H.S. (males, unmarried). 

Devizes: Witrs County MENTAL HospiraL.-Medical Superintendent. 

Kast MemontaL Shrewsbury Road, E.—ton. Ophthalmic 
8. 

East HAM AND SOUTHEND-ON-SEA JOINT MENTAL HosprraL.—Medical 
Superintendent. 

East LANCASHIRE TUBERCULOSIS COLONY, Great Barrow, near Chester.— 
HPL (mate). 

East Sussex County Councin.—Non-resident A.M.O, (male, unmarried) 
for the Southlands Hospital, Shoreham-by-Sea,. 

Evinsireit UNIVERSITY.—Assistantship in the Department of Physio'ogy. 

Exerer : DEVON AND EXxerer HosprraL.—H.P. (male). 

GLASGOW : WESTERN INFIRMARY OF GLASGOW. —Full-time Assistant Radio- 
lowist. 

Districr Senior ILS. (2) JAILS. 

HAMPSHine CounTy CouNciL,—Assistant County M.O, 

HAMPSTEAD GENERAL AND NortH-WeEstr LONDON HosprraLn, Haverstock 
Hill, 1) (male, unmarried). (2) Casualty S.0. (female, 
unmarried) at the Out-patient Department, Bay ham Street, N.W. 

Hantow Woop ORTHOPAEDIC HosprraL, near Mansfield, Notts.—-Two IIS. 

Hlosprran FoR Sick CHILDREN, Great Ormond Street, W.C.--Three non- 
resident Qut-patient Surgical Registrarships (part-time, males). 

Henne Rovan INfinMARY.—(1) C.O. (2) Third H.S. Males. 

KinG MemMoriaAn Hosprrar, Ealing, W.—J.R.M.O. (male). 

KIRKCALDY FREVER HosprraL AND (male), 

LANCASHIiINE COUNTY CoUuNCIL.—(1) Senior HLS. and (2) J.HLS. at 
dulph Grange Orthopaedic Hospital. 

LEAMINGTON WARNEFORD GENERAL (male, un- 
married) to the Casualty and Special Departments, 

LIVERPOOL STANLEY TOSPITAL, 1) EP. (2) Two HLS. Males, (3) 
CGvnaecological HLS. femate). 

County Councit.—(1) A.M.O. (Grade TD) to Queen Mary's Hos- 
pital, Sidcup (male) (2) Clinical Assistant to St. Giles’s Hospital, 
Camberwell, S-E. Unmarried. 

Loxpon Hosprrat, E.—Hon. Assistant Anaesthetist. 

MANCHESTER: ANCOATS HospiraL.—(1) HS, for Special Departments 
(2) Surgical Rewistrar. 

MANCHESTER ROYAL EYE 

MANCHESTER ROYAL INFIRMARY.—(1) R.S.O. (male) (2) A.M.O. (non- 
resident) to the Dermatological Department. (3) Nou-resident A.M.O, 
(part-time) for Massage and Electrical Department. 

MANCHESTER: St. Mary's Hosprraus.—(1) Two H.S. for Maternity 
Department at Whitworth Street West Hospital. (2) HLS. for Gynaeco- 
logical Department at Whitworth Park Hospital, 

MeRTHYR GENERAL HOSPITAL.—HLS. 

MippLESBROUGH: NorTH ORMESBY HospiTaAL.—(1) H.P. (2) ILS. 
Males, unmarried, 

NEWCASTLE-UPON-TYNE: HospiraAL FoR Sick H.P. (2) 
1S. (3) R.S.O. (male) 

NokwichH NORFOLK AND Norwich Hosprrat.—H.S, (male) to the Special 
Departments. 


Vacancies and Appointments 


SUPPLEMENT to 
[ MEDICAL jeune 


NOTTINGHAM: Crry MENTAL Hosprral.—J.A.M.O, (male, unmarried), 

PRESTON CounrTy MENTAL Hospirat, Whittingham.—J.A.M.0, (mal 
unmarried), 

PRINCESS ELIZABETH OF YorK HOSPITAL FOR CHILDREN, Shadwell, E, 
Dermatologist. 

PRINCE OF WALES'S GENERAL HospitraL, N.—Hon. P. to the Children’s 
Departinent. 

READING ROYAL HosPITAL.—Resident Anaesthcetists (inales), 

Romrorp Districr (male). 

ROYAL NATIONAL OrTHOoPAEDIC HOSPITAL, Great Portland Street, W.— 
H.S. (male, unmarried), 

RvuGBY: HOSPwTAL oF Sr. Cross.—R.M.O. (male). 

St. JOHN’s Lewisham, S.E.—(1) H.P. (2) C.0. Males, (8) 
Hon. 8S. 

SALFoRD RoyAL HospiraL.—H.P. (male), 

SHEFFIELD CHILDREN'S HosprraL.—(1) (2) ILP. Males, unmarried, 

RY: ROYAL SALop and Kesident Anaesthetist 
(male). 

SOUTHERN RHODESIA MEDICAL SERVICE.—Government M.O, 

STAFFORD: STAFFORDSHIRE, WOLVERHAMPTON, AND DUDLEY JOINT Com. 
MITTEE FOR TUBERCULOSIS.—(1) Tuberculosis Officer. (2) Assistant 
Tuberculosis Officer. 

STAFFORDSHIRE CouNTY CouNciL.—(1) Assistant County M.O.1L. (2) HLS, 
(female) at Standon Hall Orthopaedic Hospital. 

STOCKTON-ON-TEES ; STOCKTON AND THORNABY HosprraL.—J.R.M.O. (male, 
unmarried). 

SWANSEA CouNTY Locumtenents M.O, at Tawe 
Lodge. 

TAUNTON AND SOMERSET HospitraL.—H.P. (male). 

Vierornta HospyraL For CHILDREN, Chelsea, S.W.—(1) HLP. (2) HLS, 

Wein Hosprran, Balham, S.W.—J.R.M.0. (male, unmarried). 

WESTERN DispeNSARY, Rochester Row, S.W.—Vacancy on Attending 
Medical Staff. 

WESTMORLAND SANATORIUM, near 

WILLESDEN GENERAL HosprraL, Harlesden Road, N.W.—lHion. P. to the 
Skin Department. 

WoLVERHAMPTON : ROYAL HosprraL.—(1) H.S. for Orthopaedic and 
Fracture Department. (2) H.P. (3S) Unmarried, 


CERTIFYING FACTORY SURGEONS.—The followimg vacant appointments are 
announced : Crowborough (Sussex), Uckfield) (Sussex). Applications to 
the Chief Inspector of Factories, Home Office, Whitehall, S.W.1, by 
July 17th. 


This list is compiled from our advertisement columns, where full par- 
ticulars are given. To ensure notice in this column advertisements 
must be recerved not later than the first post on Tuesday mornings, 
Further unclassified vacancies will be found in the advertising pages, 


APPOINTMENTS 

Creik, Mildred, M.D., M.R.C.P., D.P.M., Medical Directer, North- 
Western Child Guidance Clinic. 

Davies, Hugh W., M.R-C.S., L.R.C.P., D.M.R.E., Honorary 
Radiologist, King’s College Hospital, in succession to Dr, Graham 
Hodgson. 

Frankiyn, C. A. H., M.D., B.S., M.R.C.S., L.RLC.P., Medical 
Officer of H.M. Prison at Linceln. 

Fraser, lan, M.B., F.R.C.S.Ed., D.O.MS., D.L.O., Joint 

St. Peter Port Town Hospital, Guernsey > 


Ophthalmic Surgeon, 
Ophthalmic Surgeon, 


Ophthalmic Surgeon, Victoria Hospital ; 
State Education Council. 

Henpey, R. W., M.B., F.R.C.S.Ed., Assistant Honorary Surgeon, 
Royal Infirmary, Halitax. 

Kxott, F. A., M.D., M.R.C.P., D.P.H., Director of Bacteriological 
Department and Lecturer in Bacteriology, Guy's Hospital. 

Pyran, L. N., M.B., Ch.M., F.R.C.S., Honorary Surgeon, Leeds 
Public Dispensary and Hospital. 

Crry or Loxpon Marerniry Hosprrat.—Resident Medical Officer: 
Barton Gilbert, M.B., B.S. Assistant Resident Medical Officer? 
B. Berger, M.B., Bt h. 

Loxpon Fever Hosprtat, N.—Senior Physicians: Sir William 
Willcox, K.C.LE., C.B., C.M.G., M.D., F.R.C.P., C. E. Lak 
M.D., BS., F.R.C.S., F.R.C.P. Assistant Physicians: T. 
Hunt, D.M., M.R.C.P., M.R.C.S., K. Shirley Smith, M.D., 

Rovat Masonre Hosprrar, Ravenscourt Park, W.—Honse-Physician 
A. Morton Gill, M.B., B.S. House-Surgeons: H. K. Pacey, 
M.D., Ch.B., W. Bullock, M.B., Ch.B. 

CertiFYING Facrory SurGeons.—W. A. Hewitson, M.R.C.S, 
L.R.C.P.Ed., for the Haswell District (Durham); T. G. H, 
Martin, M.B., Ch.B.Glas., tor the Lesmahagow District (Lanark- 
shire): H. F. Renton, M.D., B.S., for the Doncaster District 


(Yorkshire). 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 

DEATHS 

Criptanp.—On St. Peter's Day, 1924, at Salisbury House, Wolver- 
hampton, Arthur Bernard Cridkind,  F.R-C.S.Ed.,  D.O.Oxeon, 
L.R.C.P.Lond., dearly loved husband of Evelyn 
Fisher Cridland, aged 61. 

Cuminc.—At Grassington, Yorks, on June 27th, Winifred, wife 
of W. M. Cumming, M.D. 
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